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ROM a study of the literature the pre- 
Fr vaitine impression is that tumors of 

the heart and pericardium are quite 
rare. Of course, most of the textbooks 
and comprehensive studies of tumors in 
general, and tumors of the breast in par- 
ticular, refer to the various locations of 
the metastatic deposits, but they either 
mention only the lymph nodes, lungs, 
bones, liver and stomach or refer to out- 
of-date studies on this subject. 


Submitted for publication April 27, 1955. 


There are reports of a few instances of 
what were thought to be unusual sites of 
metastasis. In 298 autopsies on patients 
with malignant disease Symmers' ob- 
served discrete metastases in the heart in 
only 5 cases (1.6 per cent). Statistical 
studies by Kitain,? Janusz* and others re- 
corded only occasional cases in which there 
were myocardial metastases. Yates‘ listed 
numerous autopsy series that have been 
investigated in regard to the occurrence of 
cardiac metastasis and concluded that tu- 
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mors of the heart and pericardium are 
rare. At the Mayo Clinic, Lymburner® in 
1934 observed 52 secondary and four pri- 
mary tumors of the heart in 8,500 autop- 
sies. In 1936, at the Los Angeles General 
Hospital, Pollia and Gogal® studied 12,000 
autopsies and noted 1,450 cases of malig- 
nant tumors with 29 secondary tumors of 
the heart. At St. Luke’s Hospital in Kan- 
sas City, Helwig? in 1935 observed 9 cases 
of tumor of the heart in 1,000 autopsies. 

During the past twenty-five years at the 
Cleveland City Hospital, in a series of 
1,082 cases of malignant disease appearing 
in a series of 11,000 autopsies, the heart 
was involved by metastatic tumor in 118 
cases, an incidence of 10.9 per cent. 

From the foregoing studies it was found 
that true embolic metastasis via the coro- 
nary arteries was the most common mode 
of involvement of the heart. Direct exten- 
sion from either a primary or secondary 
tumor in the lung was next in frequency. 

The most common mode of involvement 
of the parietal pericardium was by exten- 
sion. Hematogenous metastasis was next 
in frequency; and lymphatic metastasis 
was least common. More secondary tu- 
mors occurred on the left side of the heart 
than on the right. The endocardium was 
least often involved. 

The development of congestive failure 
without other apparent cause in a patient 
with malignant disease was the most im- 
portant clinical sign pointing to cardiac 
metastasis. 

In view of the fact that disease of the 
pericardium, regardless of the cause, is 
relatively uncommon, we consider this 
case worth reporting as a matter of clin- 
ical interest and because a diagnosis was 
made prior to postmortem examination. 


REPORT OF CASE 


M. B. K., a white woman aged 45, was ad- 
mitted to the hospital on Nov. 21, 1950, com- 
plaining chiefly of a lump in her left breast. 
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The patient had undergone cholecystectomy in 
1942 and hysterectomy in November 1949, for 
fibromyomata uteri. No lumps were noted in 
the breasts in 1949. The patient stated that 
prior to this admission she had noticed the 
lump in her left breast. 

Physical examination revealed an irregular, 
firm, movable mass in the medial third of the 
inner quadrant of the left breast with asso- 
ciated cordlike structures. The left axillary 
lymph nodes were palpable. The examination 
otherwise gave negative results. On Nov. 22, 
1950, a radical left mastectomy was performed. 
The pathologic report revealed (1) medullary 
carcinoma of the breast and (2) medullary 
carcinoma, metastatic, of an axillary lymph 
node. Roentgenograms of the chest revealed 
no positive evidence of metastatic malignant 
disease. 


Interval History.—In January 1952 the pa- 
tient was hospitalized for excision of a meta- 
static node in the left axilla. She stated that 
she noticed the appearance of the lump in the 
left axilla near one of the scars two weeks 
prior to entry. The pathologic diagnosis was 
“Carcinoma, skin. Note: This is compatible 
with and very suggestive of a primary mam- 
mary lesion. There is no certain indication 
that this tumor is metastatic.” 

The patient was given massive doses of high 
voltage roentgen therapy and hormonal treat- 
ment. Despite this therapy, metastases con- 
tinued to appear along the left cervical area. 

The patient was readmitted to the hospital 
on March 19, 19538. Two days before admis- 
sion there developed marked hoarseness and 
dyspnea, which had become progressively 
worse. The respiratory rate was 36 per min- 
ute and the pulse rate about 116 to 130. The 
blood pressure was 115/75. Physical examina- 
tion revealed masses extending along the cer- 
vical lymph node chain and the supraclavicular 
area. The hospital course was progressively 
downhill. The patient complained of severe 
substernal pain; in view of this, serial elec- 
trocardiograms were made. Interpretation of 
these by one of us (Eliaser) resulted in a ten- 


tative diagnosis of cardiac metastasis (see 


illustration) . 


Electrocardiographic Data. — The initial 
electrocardiogram, taken on April 3, 19538, re- 
vealed evidence of acute damage involving the 
antero-lateral aspect of the left ventricle with- 
out the injury phenomena usually associated 
with recent myocardial infarction. Serial rec- 
ords suggested partial subsidence of an acute 
process, with residual changes consistent with 
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Serial electrocardiographic changes produced by carcinomatous metastases to the base of the left 
ventricle. 


damage to the initially involved area. Because 
of the obvious extension of the malignant 
process elsewhere, the occurrence of typical 
anginal pain and the above electrocardio- 
graphic data, the clinical diagnosis of meta- 
static carcinoma involving the anterolateral 
portion of the left ventricle was suggested. 
Correlation between the anatomic data and 
the electrocardiographic localization of the 
epicardial metastases proved unequivocal in 
the absence of other neoplastic or degenerative 
changes involving the heart which might have 
altered the serial tracings. 

The patient was treated palliatively and 
made as comfortable as possible. She died on 
April 26, 1953. 


Autopsy Report——The cadaver was that of 
a moderately well-developed and well-nour- 
ished woman. The body was cold; rigor mor- 
tis and lividity were fairly well developed. 
The skin was clear generally, but the left 


breast was absent and a mastectomy scar was 
observed. The pectoralis major and minor 
muscles were also absent. The calvarium re- 
vealed no evidence of injury. The eyes were 
in midposition; the pupils were round, regu- 
lar, and equal bilaterally. The corneas were 
clear. The teeth were present and in good con- 
dition. The trachea was in the midline. The 
chest was symmetric except for absence of the 
left breast. The right breast was full and 
rounded, showing no masses grossly. The ab- 
domen was flat. The subcostal angle was about 
90 degrees. Three scars were present in the 
abdomen: one in the midline below the umbili- 
cus and two others (right rectus) one above 
and one below the umbilicus. There was con- 
siderable pigmentation over the mastectomy 
area, suggestive of irradiation reaction. The 
extremities showed no clubbing deformity or 
pitting edema. There was considerable hair 
on the lower parts of the legs. The pubic hair 
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was somewhat masculine in distribution, and 
there was a heavy growth of hair over the 
chin and upper lip. 

The usual Y-shaped incision was made 
through the skin and subcutaneous tissue. The 
subcutaneous fat of the abdomen was 3.5 cm. 
thick. The musculature was well developed. 
There was no excess fluid in the peritoneal 
cavity. The peritoneal surfaces were clean. 
There were multiple adhesions between the 
omentum and the peritoneal surface of the 
abdominal scars. The diaphragm was on a 
level with the fourth interspace on the right 
and the fifth interspace on the left. The liver 
was 6 cm. below the costal margin in the mid- 
line and 4 cm. above the costal margin at the 
right anterior axillary line. A plate was re- 
moved from the thorax. The ribs, sternum 
and costal cartilages were not remarkable. 
The mediastinum was in the midline. There 
was no excess fluid in the pleural cavity. 

Thyroid: The gland was enlarged bilaterally 
and weighed an estimated 35 Gm. There are 
nodules present in both lobes. 

Parathyroid: The parathyroid was not en- 
larged. 

Thymus: Sections were taken from the thy- 
mic region, but the gland was recognizable 
only as a mass of adult fat. 

Neck: The inferior nodes of the cervical 
chain were enlarged bilaterally, forming 
masses immediately above the clavicle approx- 
imately 5 cm. in diameter. The upper cervical 
nodes were not enlarged. 

Breasts: The right breast was largely adi- 
pose and showed no tumor metastasis. The 
left breast was absent. The superficial fascia 
showed multiple small neoplastic nodules aver- 
aging 8 to 10 mm. in diameter. 

Axilla: There were no nodes on the left 
side, although there were a few small neoplas- 
tic masses in the adipose tissue. There were 
large multiple nodes on the right side. 

Heart: The chambers were not dilated bi- 
laterally. There was about 100 cc. of excess 
fluid in the pericardial cavity. The great ves- 
sels and pericardial surface near the base of 
the left ventricle revealed multiple firm nod- 
ules, apparently neoplastic metastases. The 
coronary arteries on section showed no nar- 
rowing or atheromatosis. The right ventricle 
wall averaged 3.5 mm. The foramen ovale was 
closed. The mural endocardium showed no 
thrombi. The pulmonary and tricuspid valve 
measured respectively 8 to 12 cm. in diameter. 
The left ventricle wall averaged 10 mm. in 


OCTOBER, 1955 


thickness. The mitral valve was 10 cm.; aortic 
valve was 7144 cm. No thrombi present. The 
myocardium on section showed no degenera- 
tive change, fibrosis, or neoplastic metastases. 
The valves on the left side of the heart re- 
vealed a mild degree of atheromatosis. On the 
right they were thin and velamentous. The 
heart weighed an estimated 375 grams. 


Lungs: The left lung weighed approximate- 
ly 350 grams. The pleural surfaces were 
clean. The hilar lymph nodes were quite en- 
larged and obviously involved by neoplasm. 
There was also induration around the major 
branches of the bronchial tree suggesting tu- 
mor metastases. The pulmonary artery was 
opened in situ and no emboli were present. 
The branches of the arterial tree of the left 
lung showed no emboli. The branches of the 
bronchial tree were quite rigid. On section 
the parenchyma was dark red, bloody, and 
somewhat moist but showed no tumor metas- 
tases or inflammatory infiltration. 

The right lung weighed an estimated 400 
grams. The lymph nodes and bronchi showed 
the same infiltration. Pleural surfaces were 
clean. The arterial tree negative. Pulmonary 
parenchyma was identical to the opposite side. 

Diaphragm: The hiatus was not enlarged 
and the musculature showed no apparent tu- 
mor metastases. 

Biliary System: The gallbladder was absent. 
The common duct was moderately distended, 
averaging about 9 mm. 

Liver: Weighed an estimated 1,700 grams. 
The parenchyma was slightly pale and soft. 
External surface was smooth; there were no 
neoplastic metastases or focal lesions found. 

Spleen: Weighed an estimated 90 grams. It 
showed a dark red, soft pulp with malpighian 
corpuscles of average prominence. 

Gastro-Intestinal Tract: The esophagus re- 
vealed nothing remarkable, but the stomach 
showed several neoplastic nodules along the 
lesser curvature in the cardiac and pyloric re- 
gions. The mucous membrane was _ intact; 
rugal markings were rather prominent. There 
was a small amount of mucoid fluid. The duo- 
denum revealed an intact membrane. The 
small bowel and colon were normal throughout. 
The appendix was absent. 

Pancreas: The pancreas measured 18 by 2.5 
by 1.5 cm. It showed a normal lobular pattern, 
without focal lesions. 

Adrenals: These revealed bilaterally a thin, 
yellow cortex and a grayish-white medulla. No 
tumor metastases were apparent. 
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Kidneys: The left ureter was not distended. 
The left side showed no aberrant vessels. The 
left kidney weighed an estimated 150 Gm. The 
capsule stripped easily, revealing a smooth 
surface beneath. On section the cortex was 
8 mm., parenchyma about 22 mm. There were 
no neoplastic metastases or focal lesions. The 
renal vessels were not unduly prominent. 
There was no increase in the hilar fat or dila- 
tation of the pelvis and calyces. The right 
kidney weighed an estimated 150 Gm. The 
right ureter was not distended and there were 
no aberrant vessels. The capsule stripped eas- 
ily, revealing a smooth surface beneath. Cor- 
tex about 8 mm., parenchyma about 20 mm. 
The parenchymal appearance was identical to 
that of the opposite side. 


Bladder: Contained about 200 cc. of slight- 
ly cloudy, amber urine. The mucous membrane 
was smooth and intact. 


Genitalia: The uterus was absent. 


Great Vessels: There was no abnormality 
detected in the vena cava. The aorta revealed 
only slight atheromatous change. 


Histologic Examination. — Thyroid: The 
acini were of moderate size and lined by uni- 
form flattened or cuboidal epithelium. The 
nuclei were uniform. There was no disturbance 
of the lobular pattern. 


Parathyroid: The glands were composed 
largely of chief cells with a few oxyphil ele- 
ments. 


Striated Muscle: Sections of the ribbon 
muscles of the neck revealed no atrophy or 
fibrosis. 


Axillary Lymph Nodes: The nodes on the 
right revealed extensive replacement by neo- 
plasm. This was composed of small solid clus- 
ters of moderately large hyperchromatic cells. 
Occasionally a glandular pattern was seen. 


Thymus: This was largely replaced by 
adult fat. There were a few persistent clus- 
ters of thymocytes. 


Breasts: The right breast showed no tumor 
metastasis. The lobular pattern was largely 
suppressed, and there were irregularly scat- 
tered clusters of small glands with dense sur- 
sounding fibrosis. The left breast, which was 
removed, revealed sparsely scattered clusters 
of tumor in the superficial fascia. 


Great Vessels: The aorta revealed no syphi- 
litic stigmas. The pulmonary artery was not 
remarkable. In the periaortic areolar tissue 
a few clusters of neoplastic foci were observed. 
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Heart: The pericardium revealed a number 
of neoplastic nodules, in addition to diffusely 
scattered tumor in the subpericardial fat. The 
myocardium showed no metastasis, enlarge- 
ment of the fibers, fibrosis or inflammatory in- 
filtration. 

Lungs: The changes were similar through- 
out all lobes and will not be separately de- 
scribed. There was marked vascular ectasis, 
with albuminous exudate in the alveoli. No 
pneumonia was observed, but there were many 
clusters of tumor cells in the peribronchial and 
perivascular lymphatics, particularly on the 
left side. 

Diaphragm: The muscular portion showed 
no remarkable features. 

Gallbladder: This had been removed sur- 
gically. 

Liver: The lobule pattern was not disturbed. 
The organ was rather hyperemic, and at the 
lobular centers there was necrosis with neu- 
trophilic infiltration. This occupied one-third 
to one-half of the lobule. 


Spleen: Moderate congestion was present. 
The trabeculae were closely set and the mal- 
pighian corpuscles were small. 

Gastro-intestinal Tract: The esophagus re- 
vealed nothing remarkable. The stomach 
showed tumor along the lesser curvature. This 
replaced much of the muscularis and had re- 
placed the mucosa with ulceration. The small 
bowel revealed no remarkable features except 
postmortem autolysis. The colon was not re- 
markable. 

Pancreas: There were several tumor nod- 
ules and some focal areas of pancreatic atro- 
phy. The neoplasm was identical in structure 
to the remainder of the metastases. 

Ureters: These showed no remarkable fea- 
tures. 

Adrenals: There was some diminution in 
the amount of fat present. The zone of reticu- 
laris was congested. The medulla revealed 
nothing remarkable, and no neoplastic foci 
were observed. 

Kidneys: The glomeruli were intact and 
averaged 4 to 6 per low power field. The tu- 
bules exhibited postmortem autolysis. There 
was no atrophy or inflammatory infiltration, 
and vascular sclerosis was slight. 

Bladder: Slight lympatic infiltration of the 
lamina propria was observed. 

Bone Marrow: The bone marrow revealed 
no remarkable features. 
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COMMENT 


This tumor was eradicated locally. Me- 
tastases were predominantly blood-borne, 
with the exception of regional nodes and 
pulmonary implJants which were appar- 
ently lymphatic secondary to involvement 
of hilar glands. 

According to the large series collected 
by Abrams® of Montefiore Hospital, the 
following percentages obtain: mediastinal 
nodes, 66.5; pericardium, 35.3; gastroin- 
testinal tract, 14.4, and pancreas, 13.8. 
These figures are percentages of cases 
with involvement of the respective organs. 


Anatomic Diagnoses 


I. Adenocarcinoma, Left Breast 
A. Absence, surgical, left breast 
B.- Adenocarcinoma, recurrent, 
left chest 
C. Adenocarcinoma, metastatic 
1. Pericardium 
a. Pericardial effusion 
2. Hilar lymph nodes 
3. Lungs, bilateral 
4. Stomach 
5. Pancreas 
6. Axillary lymph nodes, right 


II. Necrosis, Focal, Liver 


III. Sears, Surgical Abdominal 
Multiple 
A. Absence, surgical 
1. Gallbladder 
2. Appendix 
8. Uterus, tubes, ovaries 


SUMMARY 


1. Malignant disease of the pericardium 
is uncommon. It is usually asymptomatic 
and part of a géneralized dissemination. 
Associated symptoms are usually ascribed 
to the primary growth itself. 

2. A case of primary carcinoma of 
breast with metastasis to the heart is re- 
ported in detail together with necropsy 
data, 
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3. The necropsy incidence of pericardial 
involvement by tumor is noted, and a re- 
view of literature is made. 


ZUSAM MENFASSUNG 


1. Boésartige Erkrankungen des Herz- 
beutels sind selten. Im allgemeinen verur- 
sachen sie keine Symptome und bilden nur 
einen Teil einer allgemeinen Ausbreitung 
der Erkrankung. Etwa auftretende Symp- 
tome werden gewodhnlich der primaren 
Geschwulst zugeschrieben. 

2. Es wird im einzelnen auf die klini- 
schen Befunde und die Obduktionsergeb- 
nisse eines Falles von primaérem Brust- 


. Gdriisenkarzinom mit Herzmetastasen 


eingegangen. 

3. Die Haufigkeit von Obduktionsbefun- 
den perikardialer Beteiligung beim Krebs 
wird unter Beriicksichtigung der Litera- 
tur erértert. 


RESUME 


1. Des tumeurs malins du péricard sont 
rares. En général ils ne font pas de symp- 
tomes et forment une partie de dissémina- 
tion générale. Des symptomes associés 
son en général attribués au tumeur pri- 
maire. 

2. Un cas de cancer primaire du sein 
avec metastase au coeur est reporté en 
détail ensemble avec le matériel autop- 
tique. 

3. L’incidence d’une invasion péricar- 
diale du tumeur est notée et une revue de 
la littérature est donnée. 


RESUMEN 


1. La enfermedad pericardica maligna 
es rara; generalmente es asintomatica y 
constitutue una parte de unadiseminacién 
generalizada. Los sintomas asociados gen- 
eralmente son los que produce la neoplasia 
primaria. 

2. Se comunica en detalle junto con los 
hallazgos de la necropsia, un caso de car- 
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cinoma primario del seno con metastasis 
en el corazon. 

3. Se sefiala la incidencia observada a 
la necropsia de la participacién pericar- 
dica, haciendose una revisién de la litera- 


tura. 
SUMARIO 


1. O cancer do pericardio é raro, sendo 
em geral assintomatico e constituindo 
parte de uma disseminacaéo generalizada. 
Os sintomas associados sao em gera atrib- 
uidos ao proprio crescimento primario. 

2. E apresentado com detalhes um caso 
de carcinoma da mama com metastase car- 
diaca, juntamente com os dados de autép- 
sia. 

3. A incidéncia em necrépsia do com- 
prometimento tumoral do pericardio é 
apresentada, sendo feita uma revisao da 
literatura. 

RIASSUNTO 


1. Le affezioni maligne del pericardio 
sono rare. Di solito sono asintomatiche e 
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rientrano nel quadro di una dissemina- 
zione generalizzata. I sintomi relativi ven- 
gono, generalmente, attribuiti al tumore 
primitivo. 

2. Viene riferito un caso di tumore pri- 
mitivo della mammella con metastasi car- 
diache, riscontrate all’autopsia. 

3. Viene commentata la frequenza dell’- 
interessamento del pericardio da parte dei 
tumori e riassunta la letteratura sull’ar- 
gomento. 
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An American university is something new under the sun; not merely, perhaps 
not chiefly, an institution of learning, but a vast social and economic enterprise, a 
struggling organ of confused democracy, striving to grow, to make good, to find a 
popular function and pecuniary support. It may have diluted the intellectual heritage 
of the past, but has by no means thrown it away, and shows vigorous though prob- 


lematic energies peculiar to the present. 


College students are not the homogeneous crowd that some imagine. As in other 
societies, there is a dominant type or form that more or less imposes itself upon the 
whole, but underneath there are variants. ... In the eye of each, if you look for it, 
you may see an individual spirit, a self, often only partly at home with its fellows. 


—Cooley. 





A Complement Fixation Test for the 


Diagnosis of Cancer 


H. D. KOEHLER, M.D., F.I.C.S., AND A. BERNER, M.S. 
HAIFA, ISRAEL 


ROM the beginning of this century, 
Fk when serologic methods were first de- 

veloped for the identification of bac- 
terial infections, similar principles have 
been applied for detection of malignant 
growths. No serologic method, however, 
proved sufficiently specific to justify a di- 
agnosis of cancer. 

In this paper we shall describe our in- 
vestigations of serologic reactions in the 
presence of malignant growths. One of us 
(H. K.) accepted the following hypothesis: 
The body tries to get rid of any foreign 
substance by excretion, mainly through 
the kidneys. This excreted substance may 
contain antigenic properties. 

The first experiments, made in 1931, 
showed that simple hemolysis or precep- 
itin tests were not applicable; the comple- 
ment fixation test seemed more promising. 

For our test we used (1) the patient’s 
serum, as containing the antibody; (2) 
the same patient’s urine for the antigen; 
(3) sheep antihemolysin for the ambocep- 
tor, and (4) guinea pig serum for the 
complement. 

For simplicity the serum and urine of 
patients with cancer are referred to in this 
paper as “cancer patient serum” and “can- 
cer patient urine.” A fresh specimen of 
urine was used without any special prep- 
aration. The tests were carried out with 
the urine and serum of cancer patients as 
well as with the urine of healthy, cancer- 
free persons. When alcoholic extracts of 
cancer patient urine were used as the 
antigen, the serum of the same patient 
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gave a negative result in the complement 
fixation test, but it gave a positive result 
with syphilitic serum. This observation 
was particularly important in view of the 
fact that for the Wassermann reaction any 
suitable alcoholic extract may be used as 
the antigen. This may explain why the 
results of earlier experiments with the 


: complement fixation test for cancer diag- 


nosis were inconsistent, as alcoholic ex- 
tracts from cancerous tissue were used 
almost exclusively. 


Primary Experimental Stage.——We in- 
vestigated 67 cases of malignant tumor, 
histologically confirmed, 4 of sarcoma and 
1 of myeloma. The results in 62 cases were 
clearly positive. One cherry-sized tumor 
of the breast, histologically diagnosed as 
scirrhous carcinoma, gave negative re- 
sults; 2 sarcomas, positive results; a small 
fingertip melanoma, negative results, and 
2 generalized carcinomas, negative results 
(see explanation under Comment). Tests 
of 85 noncancerous patients gave negative 
results; of a patient with cirrhosis of the 
liver, positive results; of 2 pregnant 
women, positive results, and of two others, 
negative results. In a case of tuberculosis 
pedis, the results were positive during 
tuberculin treatment but later, on discon- 
tinuance of the treatment, became nega- 
tive. 


Method.—We finally adopted the follow- 
ing technic for the complement fixation 
test. It includes three stages: (1) titra- 
tion of the complement; (2) setup of anti- 
complement control, and (3) the comple- 
ment fixation test itself, 
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Stage 1: Fresh active guinea pig serum, 
diluted 1:30, was used for the complement. 
Four test tubes containing respectively 
0.1, 0.2, 0.3 and 0.4 cc. of the serum, were 
prepared, and the volume was made up to 
1.2 cc. with saline solution. The hemolytic 
agent (1 cc. of 2 per cent washed sheep 
corpuscles, 0.5 cc. of the ambocepter), was 
added to each, and the tube was incubated 
at 37 to 40 C. for ten minutes. The pres- 
ence or absence of lysis of the corpuscles 
was determined. The smallest amount of 
_ serum that still produced lysis was used 
as the complement in the fixation test. 

Stage 2: Suspect cancer patient serum, 
inactivated for thirty minutes at 50 C.; 
0.2 cc. of saline solution and complement 
according to the titration (Stage 1) were 
incubated simultaneously with the com- 
plement fixation test for thirty minutes 
as an anticomplement control. 

Stage 3: Suspect cancer patient serum, 
after inactivation for thirty minutes at 
56 C., was distributed in two sets of test 
tubes as follows: Series 1, 0.2, 0.4, 0.6 
and 0.8 cc, respectively; Series 2, 0.2 cc. 
each. 

The serum in the tubes in Series 1 was 
made up to 0.8 cc. with saline solution, 
after which the complement was added 
according to titration, with 0.2 cc. of un- 
treated urine. 

To series 2, 0.4, 0.2, and 0.0 ce. of saline 
solution, complement as in Series 1, and 
0.4, 0.6 and 0.8 cc. of urine were added 
respectively. After incubation for thirty 
minutes at 36 or 37 C. the hemolytic agent 
was added, as in Stage 1, to the anticom- 
plement control and to the complement fix- 
ation test. 

A first reading was taken after ten to 
fifteen minutes, in order to record the 
lysis in the anticomplement control. A 
second recording was taken after a fur- 
ther fifteen-minute incubation. 


Evaluation of the Test.—All specimens 
of serum without hemolysis in at least 2 
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tubes were called “positive.”’ Specimens 
of serum showing no hemolysis at the time 
of hemolysis in the anticomplement con- 
trol but showing hemolysis later were 
called “slightly positive.” Specimens of 
serum showing complete hemolysis at the 
time of hemolysis in the anticomplement 
control were called “negative.” Serums 
with no hemolysis in the anticomplement 
control were discarded (self-inhibition). 
To insure the specific nature of the test, a 
parallel control with cancer-negative and 
with syphilis-positive and syphilis-nega- 
tive serums, as in a Wassermann test, is 
recommended. 

Results.—With the aforedescribed tech- 
nic, the following results were obtained: 
Cancer gave positive results in 29 cases 
and negative results in 5. In 1 case of 
cancer of the liver the result was negative 
but two months later became positive. 
Positive results were obtained in 15 cases 
of pregnancy and negative results from 15 
cancer-free patients. In 4 cases a positive 
reaction became negative after removal of 
the tumor. 

Presence of Antigen in the Urine. — To 
corroborate the view that the urine really 
contains a substance acting as antigen in 
the complement fixation test, the following 
experiments were carried out: 

1. A Cross test between serum and 
urine, both from various patients with 
cancer, gave positive results, whereas 
negative results were obtained when nor- 
mal serum was used with the urine from 
cancerous patients. 

2. Filtration of the urine of cancerous 
patients by Berkefeld filter (No. C.). This 
abolished the positive result. 

8. Absorption test. 1 cc. of cancer pa- 
tients’ serum and 0.1 cc. of cancer pa- 
tients’ urine were mixed and incubated 
for two hours at 37 C. and shaken at fif- 
teen-minute intervals. The tube was then 
placed in a refrigerator at 4 C. for forty- 
eight hours. After this period the serum 
gave a negative complement fixation reac- 
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tion, suggesting that the antibody had be- 
come absorbed by the antigen of the urine. 


COMMENT 


These experiments show that certain 
substances are present in the serum and 
in the urine of persons with cancer which 
can be used in an antigen-antibody reac- 
tion as demonstrated by the Cross test. 
Retention of the antigen by the Berkefeld 
filter supports the view that this antigenic 
substance is of a high molecular nature, 
possibly a protein. The absorption test 
shows a similarity to the experiments of 
Levine (anti-T Jay) who observed hemo- 
lysins in the serum of patients with gas- 


tric cancer. The antibodies in the cancer 


patients’ series were absorbed by the tu- 
mor cells. These authors assumed that 
hemolysins are formed by irritation of 
the tumor cells, which contain antigenic 
substances produced by a somatic muta- 
tion (autoimmunization). We assume here 
that these specific antigens of the tumor 
cells are excreted in the urine, and there- 
fore we use the urine as an antigen in our 
complement fixation test, 

False results occurred in cases of severe 
damage to the liver and during the use of 
vaccine. Possibly metabolic changes in 
the liver, which also alter the Wassermann 
reaction, may be held responsible for these 
results. A false negative result that could 
not at first be understood was obtained in 
3 cases of generalized carcinoma. This 
may be explained, however, by a fourth 
and similar case, in which the first tests 
gave negative results that became positive 
on dilution of the serum with saline solu- 
tion (1:16). Probably a negative zone 
develops in cases of extremely severe in- 
volvement, owing to the overproduction of 
hemolysin. This led us to modify our 
technic and to carry out the complement 
fixation test with decreasing concentra- 
tions of serum (Series 1). 

How early the antigen appears in the 
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urine and the reaction becomes positive 
has not been determined by us. A large- 
scale investigation must be carried out 
before this can be established. In our opin- 
ion, every positive result in the absence of 
any clinical abnormality calls for continu- 
ous observation unless the patient is 
pregnant. 
SUMMARY 


A complement fixation test for the diag- 
nosis of cancer is described, the patient’s 
urine being used as the antigen. 


Author’s Note: We wish to thank Dr. Churcher 
and Dr. Garbatski of Haifa for their aid in the 
preparation of this paper and Mrs. K. Rotter for 
her technical assistance. 


RESUME 


Une réaction de fixation du complément 
pour le diagnostic du cancer est décrite, 
l’urine du malade étant employée comme 
antigéne. 

RIASSUNTO 


Viene descritto un test di fissazione del 
complemento per la diagnosi del cancro, 
che si basa sull’impiego delle urine del 
paziente stesso come antiegene. 


ZUSAMMENFASSUNG 


Es wird eine Komplementbindungsreak- 
tion zur Erkennung des Krebses beschrie- 
ben, bei der der Harn des Kranken als 
Antigen beniitzt wird. 


SUMARIO 


E descrito um teste de fixacéio do com- 
plemento para o diagnéstico do cancer, 
sendo usado como antigeno a urina do pa- 
ciente. 
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Mesenteric, Mesocolic and Omental Tumors 


with Particular Reference to the Cystic Forms 


Report of Six Cases 
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doubtedly stimulate unusual interest 
in all operating rooms, and when 
such operations reveal the presence of 
tumors of the mesentery, mesocolon or 
omentum, they provide a fascinating study 
for both the surgeon and the pathologist. 


These entities, besides belonging to a 
group of surgical curiosities, provide a 
stimulating problem in differential diag- 
nosis involving many fields of medicine. 
Likewise, the histopathologic picture may 
at times be complex and problematic, and, 
as yet, the cause of this entity is not well 
defined. 

The cystic type of the disease is consid- 
ered the most frequent variety encountered 
and consequently was the first to be de- 
scribed in the literature. The first report 
of a mesenteric cyst has been attributed to 
the Italian anatomist Benevience! in 1507, 
but Rokitansky? in 1842 described a simi- 
lar case from an autopsy. In 1883 Pean 
reported the marsupialization of such a 
cyst, and more recently Mendillo and 
others® reported 8 cases of their own of 
“chylous” mesenteric cysts, with a review 
of the literature. Beahrs and Judd‘ ob- 
served 174 mesenteric, retroperitoneal or 
omental cysts in more than 1,000,000 pa- 
tients seen at the Mayo Clinic; of these, 7 
were said to be “chylous” in origin. Roller 
and Warfield’ stated that in the total lit- 
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erature approximately 500 cases of mesen- 
teric cyst have been reported, of which 
about 50 per cent were of the chylous va- 
riety. Kanski,® on the other hand, reported 
only 2 chylous cysts of the mesentery out 
of 138,000 admissions to a hospital in Buf- 
falo, New York, during a twenty-five-year 
period. Beahrs and Dockerty’ stated that 
cases of omental cysts reported in the lit- 
erature up to 1950 probably number less 
than 100. 


Etiologic Factors, Histopathologic Pic- 
ture and Classification. — Mesenteric and 
mesocolic tumors, with respect to their 
embryoanatomic relations, belong to the 
general group of retroperitoneal tumors. 
Because the mesentery and mesocolon ac- 
quire a rather late intra-abdominal posi- 
tion, however, tumors of these structures 
have been classified separately in the lit- 
erature as independent clinical entities. 
The tumors are situated respectively with- 
in the peritoneal leaves of the great omen- 
tum, mesentery or mesocolon and upward 
beneath the serosa of the intestine. The 
tumor is usually round, varying greatly in 
size, and may occur singly or, more often, 
become multiple and multilocular. The 
gross appearance of all such tumors is 
similar, but they may differ considerably 
in causation, content and histopathologic 
picture. The majority occur in the ileo- 
mesentery. The jejunum and mesocolon 
follow as sites of predilection. More 
rarely the tumors may be omental, or even 
“intraligamentous.” In the latter case 





JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


they appear within the gastric ligaments 
and are in close relation to the stomach. 
The omental and intraligamentous varie- 
ties may well be called mesogastric, in 
view of their embryonic development. All 
these entities form a unique clinical group 
and are simultaneously described because 
of their common origin from the mesen- 
tery of the primitive gut or enteron. 
Many classifications have been devised 
and progressively improved, but there is 
still no fully satisfactory classification. 
Principal classifications have been devised 
by Dowd,® Niosi,® Gould,’ and Higgins and 
Lloyd,'! but as yet none of these is univer- 
sally accepted. Hill’? has stated that all 


mesenteric cysts are of two types: (1) the . 


simple, namely serous, chylous or irregu- 
lar type, and (2) the neoplastic type, which 
may originate from ectoderm, mesoderm, 
entoderm or fetal inclusions. Peterson™ 
has made the following classification : 


I. Embruonic cysts arising from 

(1) Embryonic remnants and seques- 
trated tissue (serous, chylous, hemor- 
rhagic or dermoid) 

(2) Sequestration from bowel or from 
diverticula of the concave side of the 
bowel 

(3) Uro-genital organs (germinal epithe- 
lium, ovaries, wolffian bodies or Muel- 
ler’s duct) 

II. Pseudocysts 

(1) Of infective origin (as hyatid or 
degenerated tb. disease) 

(2) Cystic malignant disease 


With respect to the above classifications, 
numerous considerations, based both upon 
theoretical and investigative observations, 
may be added. A primary classification of 
these lesions would include two major sub- 
divisions, namely solid tumors and cystic 
tumors. The former may be of the benign 
type, e. g., lipoma, which is also the most 
common, though hemangioma, vascular 
leiomyoma (Hartz and Van de Stadt) 
ganglioneuroma (Bland-Suttow) and neu- 
rofibroma have also been reported. Among 
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the malignant varieties the most common 
type encountered is omental metastatic 
localization, but a few primary tumors, 
such as liposarcoma and fibrosarcoma, do 
occur and apparently have relatively little 
tendency to metastasize. Other types, 
such as leiomyosarcoma, lymphosarcoma, 
hemangiopericytoma and plasmocytoma, 
have been reported by Stout.'4 


The various granulomatous or pseudo- 
granulomatous lesions, in addition, are as 
a rule of the solid type and, like all the 
rest, may undergo secondary partial 
cystic degeneration. These tumors are in- 
flammatory or neoplastic, or combined 
etiologic factors may be responsible. To 
the last-mentioned type belongs an inter- 
esting but extremely rare lesion, which is 
histologically benign but, because of me- 
chanical pressure and certain symptoms of 
obstruction that may arise when the tu- 
mor has reached a certain size, appears 
neoplastic, with occasional invasive and 
“metastasizing” technics. Xanthogranulo- 
matosis is such a lesion; it occurs mostly 
in the retroperitoneal space, although 
Schwarzmann and Elkan (J. Internat. 
Coll. Surgeons 24:144-150, 1955) described 
a mesocolic localization. These masses 
represent a combination of a chronic in- 
flammatory granulomatous lesion with a 
disturbance of the fat and cholesterol me- 
tabolism. The question as to which of 
these factors is the primary one is obscure. 
The tumor masses are yellowish and nodu- 
lar. They grow slowly, are rarely invasive 
and are prone to recur. Only 18 cases, ap- 
parently, have been recorded in the inter- 
national literature. Typical lipophages 
(“foam cells’) are present in these lesions 
and are assumed to be large, pale histio- 
cytes with granular cytoplasm and one or 
more hyperchromatic nuclei. They are 
loaded with droplets of neutral fat, cho- 
lesterol and cholesterol esters. 

Similar granulating inflammatory 
changes with fibrosis, fat necrosis, etc., 
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were observed years ago by Schnitzler 
(Wien. klin. Rund-Schau 1:3, 1900) in the 
left half of the mesocolon, resulting from 
previous pancreatitis. The pancreatic juice 
had found its way from the tail of the 
pancreas into the retroperitoneal space of 
the left half of the mesocolon, causing the 
changes mentioned. 

Tumors of the cystic type occur most 
commonly. In contrast to the solid types, 
they are considerably less likely to under- 
go neoplastic change. Most of these are 
embryogenetic, i. e., present at birth. The 
most frequently recorded form of this en- 
tity is the so-called chylolymphatic cyst 
(chylous, lymphatic; chylangioma, lym- 
phangioma, etc.). Usually it presents a 
dense fibrous wall with a more or less pre- 
served endothelial lining resembling that 
of lymphatic vessels and containing lym- 
phocytes, lymphatic follicles and, to some 
extent, dilated lymphatic vessels. Their 
content may be serous liquid, milky mate- 
rial resembling chyle, or even a greasy 
substance as described by some authors, 
depending partially upon the amount of 
fat present. If the amount of fat is very 
high, with oily matter, the cyst may be 
considered “lipomatous.” Generally it has 
been noted that lipomas may show regres- 
sive cellular phenomena, with the fusion 
of cells and the formation of an oily or 
greasy cyst. If such formations can occur 
in subcutaneous tissues, the same process 
must also be considered a possibility in 
other tissues where lipomas are observed. 

The origin of chylolymphatic cysts is 
considered to be lymphatic; i. e., the cysts 
arise from the lymphatic vessels. A chain 
of congenital or acquired etiopathogenic 
possibilities exists; some examples of 
these types are congenital, lymphatic anom- 
alies, neoplasia (chylo-lymphangioma), 
lymphedema from any inflammatory reac- 
tion, foreign body reaction, and vascular 
or lymphatic obstruction, with or without 
fatty necrosis, and traumatic conditions. 
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The presence of benign congenital vascu- 
lar tumors (angiomas) elsewhere in the 
body illustrates well how easily congenital 
telangiectatic lymphatic anomalies may 
occur also in the mesentery and how, from 
these structures, a secondary cystic form 
can result. Lymphatic tumors of this 
kind, unless they are of the hypertrophic, 
multistratified cellular type, are more 
often considered simple cysts than benign 
neoplastic growths. With respect to the 
traumatic or the vascular origins, one has 
only to consider, by way of analogy, the 
“apopletic cysts” that occur in the brain. 
These cysts have a serous liquid content 
and follow hemorrhagic infarcts; the lin- 
ing cells are endothelium-like. In the mes- 
enteric tissue, similarly, it may be assumed 
that the mechanism is the same. 

Ladd and Gross’® have expressed the 
opinion that chylous cysts develop from 
misplaced bits of lymphatic tissue which 
proliferate and then accumulate fluid be- 
cause of the lack of communication with 
the remainder of the lymphatic system. 
Lee!* has mentioned an extravasation that 
occurs in small lymphatic glands, with 
secondary walling off. Lymphatic meso- 
thelium at the site of the rupture would 
not be able to seal off the defect in the lym- 
phatic vessel but actually lines the mouth 
of the extravasated area and extends 
along the fibrous tissue of the neck of the 
mass without lining the cyst completely. 
Experimental attempts in dogs to produce 
cysts by obstruction of the lymphatics 
were unsuccessful. The experience of G. 
Lindskog (personal communication to 
Mendillo and others*) has proved interest- 
ing in this connection. Lindskog was able 
to visualize lymphatic structures leading 
into and from chylolymphangiomas of the 
thorax by introducing a contrast medium 
into the. lymphatic connections overlying 
a cyst at operation. This demonstration 
showed also collaterals leading into the 
thoracic duct. However, in addition to the 
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presence of chylolymphatic fluid within 
the cyst on the basis of a direct connection 
with a lymphatic structure, an indirect 
connection may also exist. The so-called 
“secondary” chylolymphatic cysts due to 
secondary accumulation of fluid into a pre- 
existing cyst due to another cause must 
also be considered. In my own opinion a 
cyst formed, for example, by encapsulation 
of a foreign body, such as blood or sur- 
gical material, may later acquire fluid 
through diapedesis, with lymphatic “in- 
travasation.” 

In still other varieties there may be 
multiple etiologic factors or co-factors at 
work. For example, in the formation of 


an embryogenic cyst of the mesentery . 


(where they occur most often in its upper 
portion) , intestinal rotation may be impor- 
tant as ah etiologic factor, because of the 
rich lymphatics which are present at the 
root of the mesentery and which may be 
influenced by the torsion process. With 
respect to the large bowel, a similar me- 
chanical and embryonic moment with 
lymphedema might occur with the fixation 
of the ascending or descending colon to the 
dorsal abdominal wall through the fusion 
of mesocolic areas (Fig. 1). Lee! collected 
20 recorded cases of retroperitoneal cysts 
which were alluded to in the literature as 
chylolymphatic. It is impossible to say 
whether such cysts arise primarily from 
the retroperitoneal fatty areolar tissue or 
whether they are primarily of mesocolic 
or mesenteric origin. 

Another type of cyst is the so-called 
hemorrhagic type, which is usually due to 
a traumatic or spontaneous hemorrhage 
with hematoma formation, or with only 
infarcted areas from which cystic forma- 
tions may follow encapsulation and central 
liquefaction. Thromboembolic phenomena 
in small vessels likewise may be an etio- 
logic factor. Furthermore, a secondary 
intracystic hemorrhage may occur as a 
complication of a preexisting nonhemor- 
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rhagic cyst and thereby mask the primi- 
tive histopathologic appearance. 

Embryogenic cysts from the urogenital 
tract are relatively rare and often are 
diagnosed differently. A better under- 
standing of their origin requires an em- 
bryologic study. 

The primitive gastrointestinal tract 
originates within the medium partition of 
the celomic cavity that suspends the prim- 
itive gut from the dorsal and ventral body 
walls and forms the dorsal and ventral 
mesenteries respectively. At the time when 
muscles and vertebrae form, the urogenital 
structures are displaced forward, and bits 
of ectoderm may be carried forward with 
such structures. With the differentiation 
of the dorsal mesentery the displacement 
of various epithelial structures of pro- 
nephros or mesonephros into the abdom- 
inal cavity may occur together with the 
mesentery, which, according to Hausmann 
and Budd," explains the occurrence of 
certain rare dermoids. The dermoids are 
usually lined with squamous epithelium 
and may contain hairs or sebaceous mate- 
rial. All degrees of differentiation may be 
encountered, and in the more complex 
cysts, such as teratomas, teeth, cartilages 
or bone may be found, 

The genital ridge develops lateral to the 
intestinal mesentery while the duct of the 
wolffian body is on the lateral margin of 
the former and dorsal to Miiller’s duct. 
The genital and wolffian bodies have a 
common urogenital mesentery. It is there- 
fore possible, as was noted by Ackerman,'® 
for portions of these embryonic structures 
to migrate into the retroperitoneal tissue 
and invade the intestinal mesentery, act- 
ing as nuclei of mesenteric tumors in the 
postnatal period. Ewing and James’® ob- 
served these cysts of supposedly nephro- 
genic origin to be most common in women. 
The fibrous walls of these structures are 
lined by high cylindric or cuboidal epithe- 
lium and may contain cells resembling 
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renal or adrenal cortex. The contents of 
the cysts are brown, serous and usually 
mixed with pseudomucin. 

To the urogenital group of cysts also 
belongs the endometrioma (chocolate cyst) 
which is rare and contains endometrial 
columnar epithelium. These cysts may be 
embryogenic from the bits of primitive 
lining epithelium of the miillerian duct, by 
abnormal differentiation of primitive cel!s 
of the nephrogenic cord, or by metaplasia 
of those partially differentiated cells of 
urogenital origin (especially ovarian epi- 
thelium). However, “Sampson’s theory” 
of detachment of endometrial bits (during 
menstruation, abortion, labor, trauma or 
operative procedures), with their subse- 
quent retrograde migration via the tubes 
to the peritoneal cavity and subsequent 
implantation upon intraperitoneal struc- 
tures, provides an explanation of cysts 
that may originate in the postnatal period. 


Enterocystomas (enteric or enterogen- 
ous cysts) and enteric duplications belong 
also to the embryogenic group. These 
structures, which may occur at any point 
from the mouth to the anus, are charac- 
teristic, because they are composed of a 
gastrointestinal type of epithelial lining 
and in many instances may have smooth 
muscle that may be fused with the normal 
intestinal muscular layer. The muscle of 
the intestine may also split and leave the 
cyst isolated between the peritoneal leaves 
of the mesentery. The lining cells occa- 
sionally are ciliated, resembling those of 
the embryonic digestive tract. Their con- 
tent may be colorless, yellow, brownish or 
mucinous. The location of the cyst may be 
within the bowel, projecting into the lu- 
men, or it may project outward in both 
directions ; but in the majority of instances 
the position is intramesenteric. The cyst 
may vary in size from microscopic to true 
duplications and to the real thoracointes- 
tinal monstrosities noted by Aithen.?° In 
the latter case intestinal duplication was 
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noted from a Meckel’s diverticulum to the 
anal canal and also double rectovaginal 
cloacae, a double vagina and a bicornate 
uterus were present. Other reported cases 
of intrathoracic duplications or thoraco- 
abdominal diverticula communicating with 
the small bowel have been presented by 
Davis and Barnes.”! On the other hand, an 
enterocystoma about 2 cm. in maximal di- 
ameter was observed in a mesenteric 
nodule excised during an operation (Case 
2). 

The term “duplication of the alimentary 
tract” was selected recently by Gross, 
Holcomb and Farber”? as an “inclusive” 
term for all kinds of enterogenous cystic 
formations. However, when one considers 
the different etiologic possibilities, such as 
the “diverticular” one, with its spherical 
and often small growths in which the in- 
tention of duplication is generally com- 
pletely absent, the term is not all-inclusive. 
The true duplications instead are elon- 
gated hollow structures of the tubular 
type and originate mostly by “vacuoliza- 
tion.” The duplications may occur at any 
site in the alimentary tract, including the 
gallbladder and appendix. Therefore, in 
my opinion, the term “duplication” should 
be applied only in those cases in which the 
formation and subsequent development 
present a real macroscopic appearance of 
duplication or triplication, as the case may 
be. The term may also be applied in rare 
cases in which there is microscopic imita- 
tion of a double portion of alimentary 
canal as revealed by the presence of vari- 
ous mucosal patterns, which are those of 
the various portions of the alimentary 
tract. A case of duplication “in minia- 
ture” is considered in a different portion 
of this paper. The remainder of the cystic 
formations belong to the enterocystomas. 


Many -theories have been advanced to 
explain the origin of these cysts. Ed- 
wards,”* for example, in 1929 expressed 
the opinion that the duplications resulted 
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from an attempted formation of a twin, 
which occurred at such a late stage that 
the effect was limited to a segment of 
bowel. In 1935, Hudson*‘ considered a re- 
version to earlier phylogenic forms as a 
possible explanation after observations 
that double cecums occur in fowls. This is 
somewhat similar to the theory of coccy- 
geal cysts or fistulas by atavistic regres- 
sion, in cases of which “oily glands’ were 
observed in the sacrococcygeal region of 
the fowl. But however the case may be, 
man took his origin from an amphibious 
group or reptiles and not from the fowls, 
which deviated earlier in the zoologic 
scale. The origin of enterogenous cysts 


may well be in agreement with the simple 


theory of fetal remnants or inclusions of 
Cohnheim-Durante (displacement of em- 
bryonic cells). These remnants may be 
absorbed later by the action of proteolytic 
agents and macrophages, or they may re- 
main atrophic. They may, however, as 


heterotopic tissue give rise to a normal 
maturation and multiplication or even to 
neoplastic growth. 

More detailed theories, however, have 
been developed in an attempt to obtain a 
more complete picture concerning the ori- 
gin of these lesions. Examples of these are 


the “diverticular” and ‘“vacuolization” 
theories. The diverticular theory started 
in 1905 with the observation of Keibel, 
who noted that the intestinal embryonic 
diverticulum seems to arise as a result of 
a constricting process which permits it to 
become isolated and independent or even- 
tually to remain with some connection to 
the adjacent intestinal lumen. In 1908 
Lewis and Thyng* and later Evans? re- 
ported occurrence of such diverticula in 
human embryos four to eight weeks old, 
and 10 to 30 mm, in length, as a constant 
feature of embryonic development occur- 
ring most frequently in the ileum. In ad- 
dition to their occurrence on the mesenteric 
border, they may also be present along the 
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antimestenteric surfaces or even lying 
free in the abdominal cavity, to which they 
may be attached by thin mesenteric stalks. 
Normally these diverticula disappear later 
in their development, but if they should be 
restricted by the expansion of a muscular 
layer they will remain submucosal. When 
they persist, they most frequently per- 
forate the muscular layer along the paths 
of the small blood vessels and continue 
their expansion by pushing the serosa out- 
ward. The process may be arrested here, 
or it may continue, so that a free cyst is 
formed. A few cases of giant thoraco- 
abdominal diverticula originating from 
the small bowel and extending into the 
thorax are well explained by this theory. 

Laipply’s theory?’ concerning the for- 
mation of bronchial, esophageal, gastric 
and enteric cysts of the mediastinum is 
also diverticular theory. In the embry- 
onic stage the fusion of the lateral walls 
that form the tracheo-esophageal septum 
begins from below. At this time a small 
bud of diverticulum of the foregut, if 
pinched off, can be carried caudally by the 
downward growth of the lungs to the me- 
diastinum. The diverticulum will then 
contain entoderm and mesoderm which 
are destined to become part of the trachea, 
bronchi, esophagus, stomach or intestine. 

By the diverticular theory, and also by 
the theory of vacuolization of the hollow 
organs now to be considered, it is possible 
to explain the duplication, abberant, 
heterotopic or remnant tissues and acces- 
sory organs that may occur with the 
spleen, pancreas, liver, thyroid, parathy- 
roid or thymus gland. Johnson?* and later 
Bremer”? as well as Langston, Tuttle and 
Betton®® have described the manner in 
which, in a 6-week embryo, the lumen of 
any portion of the alimentary tract may 
become completely occluded by the rapid 
proliferation of epithelial cells. During 
this so-called “solid stage” of development 
of the alimentary tract, small intracellular 
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vacuoles begin to appear in the cell mass 
as the intestinal tract grows in length. 
From these vacuoles the formation of the 
lumen may result by vacuolar coalescence, 
with an arrangement in longitudinal rows 
parallel to the long axis of the intestinal 
tract. All such isolated vacuoles, regard- 
less of size or shape, join one another and 
produce the normal intestinal lumen. Per- 
sistence of these hollow spaces, however, 
may lead to formation of a duplication, 
triplication or quadruplication. It is evi- 
dent from these two theories that the for- 
mations resulting from vacuolization will 
often give rise to a tubular structure with 
a true appearance of duplication, while 
those arising as a result of the diverticular 
process, embryologically a separate entity, 
will more often produce a_ spherical 
growth, such as enterocystoma. In the 


former instance the lesion, commonly end- 
ing as a blind pouch, is more likely to be 
in a para-enteric position and parallel to 
the course of the adjacent bowel, and in 


the latter instance the spherical lesion will 
assume a deeper intramesenteric position. 
It should be added that the embryologic 
explanation of the enterocystoma as uni- 
versally belonging to the omphalomesen- 
teric duct is not acceptable, as was pointed 
out by Fox and Fowler.*! This theory fails 
to explain the occurrence of hindgut, fore- 
gut and omental cystic formations; fur- 
thermore, its anomalies occur only on the 
antimesenteric border of the intestine. The 
omphalomesenteric duct may be responsi- 
ble for such formations, but they occur 
only within its segmental area. On the 
other hand, the occurrence of enterocysto- 
ma and Meckel’s diverticulm in the same 
case disproves the theory of origin of the 
cysts from the omphalomesenteric duct. 
Recently Gruenwald, Levine and Zeich- 
ner®? reported an interesting case of an 
omental cyst measuring 1.5 by 1.5 by 
2 cm. in a 214-year-old boy who also had a 
congenital malformation of the heart. The 
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authors described the cyst as enterogenous, 
presenting both mucosal and muscular 
layers and also pancreatic islets. In some 
areas the mucosal layer revealed a gastric 
pattern, with both fundus glands and 
parietal cells, while in other, shorter por- 
tions were glands resembling those in 
the pyloric region. Once again it is 
necessary to resort to embryology in 
order to appreciate this case fully. 
The great omentum has its origin from 
the bursa omentalis, which begins as a 
recess in the dorsal mesogastrium. The 
rotation of the stomach serves to deepen 
the recess. The caudal portion of the dor- 
sal wall of the bursa remains free and 
grows caudally, overlapping the trans- 
verse colon and the underlying coils of 
small intestine. Later, the two layers of 
the transverse mesocolon fuse with the 
overhanging dorsal surface of the great 
omentum, and the dorsal ventral layers 
of omentum fuse, forming a solid struc- 
ture. With respect to the pancreas, one 
should remember that it begins as two 
outpocketings from the entodermal lining 
of the duodenum. During the seventh 
week the dorsal one, together with its 
ducts, in all probability forms buds for 
pancreatic islands and fuses with the ven- 
tral outpocketing, which probably gives 
origin to the acini. As acini were not 
present in the cyst, one might conclude 
that the first duodenal portion with the 
dorsal pancreatic portion only was prob- 
ably present. The cyst, therefore, pre- 
sented itself as a duplication “in miniature” 
of that portion of the alimentary tract. 
Moreover, the dorsal vacuolization of the 
tract had to occur before the seventh week, 
that is, before the dorsal and ventral pan- 
creatic portions fuse. From personal 
consideration of the case, it would seem 
that the dorsal pancreatic portion in 
the duodenum actually gives rise only 
to the island elements, while the ven- 
tral one produces the acini; this would 
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appear to be the reason why retrogression 
or conversion of the acini or ventral never 
occurs later. Furthermore, if there had 
been participation of the ventral pan- 
creatic portion formed by ventrally situ- 
ated vacuolization, one might expect to find 
also a mucosal pattern in the biliary tract, 
which develops in close embryonic rela- 
tion to the ventral pancreatic portion. This 
case illustrates the point of extreme com- 
plexity in the e‘iopathogenesis of such 
cysts and furthermore indicates how ex- 
tremely variable the histopathologic pic- 
ture may be. A thorough embryologic 
study is undoubtedly essential to better 
understanding of these cases. 


Because of the omental origin, for ex- 
ample, the colonic type of mucosal pattern 
in omental cysts would not be admissible. 
In other words, the mucosal pattern of an 
enterocystoma or a duplication would cor- 
respond to that of the adjacent bowel and 
consequently would be of “segmental” 
distribution. However, this is not invari- 
ably the rule. Ileal enterocystomas have 
been observed containing islands of colonic 
epithelium, and Gross, Holcomb and Far- 
ber?? have noted colonic epithelium in eso- 
phageal areas; similarly, gastric linings 
have been seen in some jejunal areas. 
These and similar deviations of the “seg- 
mental law” may well be explained by 
vacuolization formations. Such formations 
occur in the very early stages of growth 
of the alimentary tube, when various 
mesodermic portions destined to become 
the esophagus, stomach, ileum, etc., are 
closely interrelated. It is in this way that 
one may discover how two quite different 
but closely situated mesodermic portions 
of the tube may participate in vacuoliza- 
tion. This serves to explain the occurrence 
of various tissues observed in the omental 
cyst previously described and justifies its 
inclusion under the term duplication “in 
miniature.”’ With respect to omental local- 
ization associated with colonic epithelium, 
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which also may occur, it should be remem- 
bered that during the embryonic period the 
downward extension of the bursa and 
fusion with the transverse colon and 
mesocolon occur. Then, with further ex- 
tension, the pinched-off colonic diverticula 
may be carried together with the bursa. 
Omental enterocystomas, however, are ex- 
tremely rare, and those cysts that do occur 
are almost always of the chylolymphatic 
variety. As Hertzler** remarked, the 
omentum is the Good Samaritan of the 
abdominal cavity, always ready to render 
aid and seldom becoming diseased itself. 
The last part of this statement is true, 
particularly, with regard to primary tu- 
mors of the omentum, which are rare 
indeed. 

Various cysts presenting gastric muco- 
sal patterns may also be closely attached 
or related to the stomach. When they 
occur early they appear within the lesser 
omentum and subsequently in the gastro- 
duodenohepatic, gastrocolic or gastro- 
splenic ligaments. Because of this position 
and character they may well be called 
“intraligamentous gastrocystomas.” Other 
masses, however, are more common in 
these particular areas (accessory or ab- 
berant spleen, etc.). 


In addition, the transverse mesocolon has 
been known to present pancreatic meso- 
colic cysts, either beyond the colon or 
below it. Such cysts, however, more often 
protrude into the lesser sac and appear 
between the stomach and the liver, or 
between the stomach and the colon but 
behind the gastrocolic ligament. 


Frank polycystic mesenteric, mesocolic or 
omental disease has never been described. 
Case 5 in this paper has considerable clini- 
cal interest. It is an example of a retroperi- 
toneal enterocystoma that was attached just 
behind the ascending colon and was of the 
silent clinical type. It presented cuboidal 
secreting epithelium of the early colonic 
type. The explanation given for the local- 
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ization of this cyst was that the lesion 
primarily had a mesocolic position but 
that, during the period of fixation of the 
ascending colon to the dorsal abdominal 
wall through the fusion of mesocolic areas, 
it acquired a frank retroperitoneal posi- 
tion, where it continued to grow in the 
postnatal period. This possibility should 
always be considered when lesions are 
present in any portion of the adult ascend- 
ing or descending colon. Similar consider- 
ation can also be given to the chylolym- 
phatic variety reported by Lee!* (Fig. 1). 

The final considerations in Peterson’s 
classification are devoted to pseudocysts. 
These include lesions of infective origin, 
such as hydatid cyst, degenerative tuber- 
culous disease and the malignant forms. 
In the neoplastic group the lesions may 
be those of primary malignant tumor, be- 
nign growth or cystic tumor that has 
undergone secondary neoplastic degener- 
ation, in which case they can also be con- 
sidered in the group of possible complica- 
tions. This group should also include any 
granulomatous disease that becomes local- 
ized in the mesenteric, mesocolic or omental 
tissues or lymph glands and later undergoes 
secondary cystic transformation by degen- 
eration, central necrosis, cavitation, etc. 
Foreign bodies that produce inflammatory 
reactions may serve as nuclei for cystic 
formations. Infarcted areas, hematomas 
or surgical material may produce a cyst 
by encapsulation and present secondary 
lymphatic intravasation, The report of 
Case 6 describes a cyst detected during 
appendectomy. A greatly adherent appen- 
dix was noted at operation, with a cyst 
between the layers of the meso-appendix 
extending subserously toward the head of 
the cecum. Twenty-four years later a 
multilobulated cystic conglomeration was 
observed subserously on the anteromedial 
aspect of the cecum; it extended from the 
terminal portion of the ileal mesentery. 
It presented a fibrous wall, infiltration with 
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Fig. 1.—Transverse section through the abdomen, 

showing the left colon before (above) and after 

(below) fixation. (From L. B. Arey, Develop- 

mental Anatomy, The W. B, Saunders Company, 
1935. 


inflammatory cells and an occasional non- 
conclusive cellular lining. The first cyst 
was dealt with surgically by removing 
the outer covering only. It is therefore 
possible that the remains of the cystic wall 
continue to proliferate and subsequently 
re-form the cyst. But one must also con- 
sider the possibility that operative trauma 
served to activate the functional or prolif- 
erative tendencies of other embryonic rem- 
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nants or microinclusions that might have 
been present, since the apparent base of 
the multilobulated lesion at the second 
operation was in the terminal mesentery at 
the ileum. A further consideration might 
be related to the trauma and foreign bodies 
introduced at the first operation, which 
conceivably could give rise to local reaction 
or lymphedema (the latter occurring be- 
cause of poor lymphatic drainage due to 
scarring), and therefore contribute to the 
formation of cysts in the postoperative 
period. Cysts of this origin formerly ob- 
served have been called “serous” cysts in 
some instances. A similar condition may 
arise in the case of postoperative cysts of 
the broad ligament; however, the other 
factor, activation of embryonic remnants, 
may also play a role. 

There are many types of cystic forma- 
tions remaining, and these fall into the 
unidentified groups. There are those with 
a nonconclusive histologic pattern and 
whose embryonic origin is doubtful. There 
are others which, histologically, have a 
fibrous appearance, with nonspecific cellu- 
lar infiltration, and whose classification is 
a matter of speculation. Among this uni- 
dentified group are those cysts which have 
undergone distortion, destruction, atrophy, 
fibrosis or necrosis of their cellular struc- 
ture, secondary to a chronic or acute in- 
flammatory process, intracystic pressure, 
hemorrhage or other environmental fac- 
tors. In addition, there may also be an 
intrinsic involutional process that brings 
about the intimate structural alterations 
of the cyst impossible to identify. 

Finally, a case is presented here (Case 
2) in which a small nodule was removed 
from the mesentery. The first impression 
was that this was a lymph node, but later 
histologic examination revealed it to con- 
tain two small cystic formations, each 2 
mm. in diameter. One of these cysts had 
retained all its identifiable characteristics 
and was classified as a “microenterocys- 
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toma” while the other had undergone obvi- 
ous alteration and thereby remained uni- 
dentified. It was believed, however, that 
the two cysts were of the same embryonic 
and histologic structure but, owing to some 
of the aforementioned factors, had become 
dissimilar. 

On the basis of these observations a 
more comprehensive classification of the 
tumors in question would be as follows: 


MESENTERIC, OMENTAL AND MESOCOLIC TUMORS* 


1. Solid (with possible but extremely rare 
secondary partial cystic degeneration) 

A. Embryogenetic simple forms (such as 
heterotopic, ectopic, aberrant or acces- 
sory organs) 

Neoplastic : 
(a) benign 
(b) malignant (primary or metastatic) 
. Granulomatous: 
(a) inflammatory (tuberculosis or 
other infections, F. B., etc.) 
(b) neoplastic (systemic or localized 
lymphomatous or other diseases) 
(c) due to combined etiologic factors 
(xanthogranulomatosis) 


B. 


. Cystic 
A. Embryogenetic: 
(a) Cyst, simple, from: 

alimentary tract (enterocystoma, 
duplication, pancreatic cyst) 
urogenital tract 
lymphatic tissue (chylolymphatic 
cyst) 
Neoplastic forms, 
benign, from: gastrointestinal tract 
or pancreas (cystadenomas) ; lym- 
phatic tissue (chylolymphangi- 
oma); other retroperitoneal struc- 
tures (dermoids) 
-malignant, from retroperitoneal 
structures (teratoma) 

B. Acquired (postnatal) : 

(a) Simple 

chylolymphatic (traumatic, vascular 
obstruction, inflammatory reactions, 
including F. B. with lymphedema, 
etc.) 
hemorrhagic (traumatic, sponta- 
neous, thrombo-embolic phenomena, 
etc.) 


(*In cases of G.I. cysts it will be evident that pancreatic 
tissue will not occur within the sigmoid mesocolon, nor will 
cysts with a genitourinary pattern be found within the 
omentum, etc. These are explained on the basis of the 
“relative” segmental distribution, previously treated.) 
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parasitic (hydatid) 

cystic degeneration of solid granu- 
lomatous tumor 

Neoplastic cystic forms (primary 
or due to degeneration, necrosis, 
cavitation, regression, etc. of neo- 
plastic solid tumors) 

benign (chylolymphangioma, oily 
cyst, etc.) 

malignant (primary or metastatic 
from ovaries, etc.) 


C. Unidentified, benign group with a non- 
conclusive histopathologic pattern: 
(a) primary 
(b) secondary to spontaneous involu- 
tion (fibrosis, atrophy), or altera- 
tions induced by complications 


Symptoms, Differential Diagnosis and 
Roentgenologic Aspects.—Mesenteric and 
mesocolic masses and, to a lesser extent, 
omental masses, which are more easily 
movable when adhesions are absent, often 
grow to a comparatively large size before 
giving rise to any clinical manifestations. 
This is possible because of a rather ex- 
tensive abdominal space with easily dis- 
placeable organs. The exact nature of the 
abdominal mass is generally obscure, and 
final diagnosis cannot be made until the 
time of surgical intervention. In many 
cases the course is silent, and the manifes- 
tations are coincidental with the develop- 
ment of complications. Thus, the compli- 
cations mask the primary lesion because 
they may produce a picture simulating 
that of acute disease of the abdomen, and 
the differential diagnosis is varied to such 
a point that an exploratory laparotomy 
will be necessary in most cases. Between 
the two extremes of a “silent” course and 
an acute diseased abdomen, clinical signs 
and symptoms may be present. 

The patients may include in the history 
an account of abdominal or even lumbo- 
sacral pain or localized tenderness, dis- 
tension, malaise and nausea, but they 
will rarely mention vomiting, anorexia 
or loss of weight. The only constant 
symptom in almost all the observed cases 
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is a continuous, dull abdominal pain, 
which is usually referred to as an ache, 
localized and not radiating. The possibility 
of palpating the mass is the most im- 
portant factor, but in many cases its size 
makes this impossible. Identification of 
the mass is especially difficult in crying or 
straining infants. In the presence of a 
definite palpable mass it is often possible 
to detect a zone of resonance around its 
margins, due to the displacement of the 
intestinal loops that lie in proximity to 
the mass. Depending on the position, form 
and consistency, and with the aid of roent- 
gen examination, the diagnosis may be 
made preoperatively, but in most cases this 
is impossible. The diagnosis is usually 
arrived at by a process of exclusion of 
other possibilities when it is impossible to 
link up the existing mass with a given syn- 
drome. Often, only the consideration of a 
mesenteric tumor in differential diagnosis 
is possible. 

Roentgen studies of the gastrointestinal 
tract will often show displacement of loops 
of intestine, with compression and elonga- 
tion of the wall or narrowing of the lumen, 
when the mass is in close approximation 
to the bowel and is of sufficient size. Fusi- 
form ribbon-like thinning of the intestinal 
wall, oval dilatation with an eccentric 
channel fermation centrally projecting and 
the possibility of radiolucency of the mass 
have been all pointed out by Bersack, 
Iovine and Tievsky.*4 When dealing with 
dermoids or teratomas one will encounter 
various concretions and possible fetal 
parts, which will aid in making the diag- 
nosis. In various other situations, i. e., 
degenerated tuberculous process, hemato- 
ma, hydatid cyst, etc., concretions also 
occur but because of their position they can 
usually be differentiated from dermoids 
and teratomas occupying pelvic areas. 
Hinkle* has reported a case of a calcified 
lymphatic cyst, and he stressed also the 
importance of roentgen “dentation” of the 
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bowel produced by the presence of the 
mesenteric cysts. It has been reported by 
Swartley** that a small number of cases 
appear in the literature in which calcium 
was observed upon section of the cyst wall. 

In differentiation between the retroperi- 
toneal tumors and intra-abdominal masses, 
pyelographic studies are of great value 
when correlated with an accurate physical 
examination. The anatomic disposition of 
the ureters makes urologic studies impor- 
tant in the diagnosis of retroperitoneal 
tumors, since ureters that are adherent to 
the posterior abdominal wall become dis- 
placed in the presence of retroperitoneal 
masses. Changes in the calyces and renal 


pelves with displacement of the kidney,: 


are also important factors. The retro- 


peritoneal masses often included in the 
differential diagnosis with the tumors 
discussed in this paper have been encoun- 
tered more often in the past decades. Rarely 
these retroperitoneal masses, by their ven- 


tral extension, may assume a secondary 
midabdominal, intramesenteric or intra- 
mesocolic position and thereby present a 
diagnostic problem even during laparot- 
omy; but the retroperitoneal tumors have, 
in general, solid and firm attachments to 
the dorsal abdominal wall. As a result of 
the expansion the mesentery or mesocolon 
usually remains attached to the anterior 
tumor wall, and only in cases of malignant 
disease is there formation of an adhesive 
fibrinoplastic exudate. 

Apart from the pyelographic picture, 
these tumors might also cause pressure 
symptoms in the intestine and other pecu- 
liar symptoms, such as paresthesiae, with 
radiation of the pain to the thighs and legs, 
edema of the legs, etc. Histopathologically 
these masses orginate from mesodermal, 
neurogenous embryonic remnants, renal 
blastema or metastases, but the origin of 
some is questionable. The area of original 
development is located somewhere in the 
region of the lumboiliac area between the 
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parietal peritoneum and the posterior ab- 
dominal wall, The area contains mostly 
loose areolar tissue, with the ureters, 
the renal and testiculo-ovarian vessels, 
nerves and ganglions, inferior vena cava, 
the aorta, and many regional lymph glands 
with relative tributaries. Tumors of vari- 
ous kinds may arise from these different 
structures, as well as from pancreatic, 
renal, adrenal or vertebromedullary struc- 
tures. 

Differentiation between the retroperito- 
neal tumors and the mesenteric and meso- 
colic masses is not all that remains of the 
problem. There are ovarian tumors, can- 
cers or other intestinal tumors, peduncu- 
lated myofibromas of the uterus, various 
appendicular or diverticular intestinal 
formations, cysts of the omphalomesen- 
teric duct (this could be well included in 
the group of enterocystomas) and of the 
urachus, respectively aseptic or inflamed. 
Even peritoneal mesotheliomas may be in- 
cluded among the many possibilities. It 
can be said, therefore, that mesenteric and 
mesocolic tumors are among the lesions 
that have the widest variations and the 
most complex differential diagnosis; but, 
fortunately, all these possibilities are sur- 
gical, requiring sooner or later an opera- 
tive procedure. In some rare cases of 
embryogenetic tumor there have been as- 
sociated congenital anomalies — Meckel’s 
diverticulum, esophageal or ileal atresia, 
omphalocele, intestinal malrotation, im- 
perforated anus, double uterus, hemiverte- 
brae or double hemivertebrae. Of 68 
patients with “duplications” (Gross, Hol- 
comb and Farber??), 21 had some such 
associated defects. A careful exploration 
of the entire abdominal cavity at the time 
of any exploratory laparotomy, therefore, 
is extremely important in the detection of 
coexistent lesions. Paracentesis may be 
done if ascites occurs, but errors can be 
expected, because of mesothelial or signet 
ring cells at times simulating neoplasia. 
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Evolution and Complications.—The evo- 
lution and complications of mesenteric, 
mesocolic and omental tumors, especially 
the cystic ones, are closely related one to 
the other. The complications are different 
and are often responsible for histologic 
alterations in the structure of the cystic 
forms, which make identification difficult. 
On the other hand, in the presence of such 
complications the objective clinical obser- 
vations in arising surgical emergencies 
simulate those associated with acute ab- 
dominal disease, and the laboratory data 
are not helpful. The complications are of 
three general types — mechanical, inflam- 
matory and degenerative. Because of the 
size of the tumor, the effect of traction, 
compression and torsion of the bowel, a 
partial intestinal obstruction may arise, 
later becoming total acute mechanical 
ileus. The last-mentioned condition may 
often occur suddenly with no previous his- 
tory or symptoms, especially in infants 
and children. Intussusception or volvulus 
has also been reported. The same mechan- 
ical factors may act on the tumor itself, 
provoking ischemic necrosis (necrobiosis) 
because of the altered blood supply, espe- 
cially if high intracystic pressure is pres- 
ent. An intracystic hemorrhage may be 
clinically significant with larger tumors, 
but spontaneous or traumatic rupture in 
cases of infection may be important with 
a tumor of any size. Inflammation may 
well be accompanied by regional lympho- 
mesenteritis, lymphomesocolitis or omen- 
titis, and even by enteritis or enteroperito- 
nitis. Walling off by attached omentum 
with serofibrinous or fibrinopurulent exu- 
date is possible. Gangrene has not been 
reported but should be considered. With 
localized infection an abscess-like forria- 
tion can result, or the inflammation, ex- 
tending outward, may provoke only fat 
necrosis in the surrounding areas. The 
possibility of hyaline degeneration as well 
as calcification should also be mentioned; 
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the latter may be of the peripheral capsu- 
lar type, the nodular type, or the uniform 
mineral invasive type. Neoplastic degen- 
eration within the cyst has been reported 
by Mason and Rieniets*’ and by Peterson.'* 
Among benign neoplasms, Gruenwald, 
Levine and Zeichner** recently described 
another interesting case of a 39-year-old 
woman with an omental cystoadenoma 
showing a gastric mucosal pattern and 
containing areas of pancreatic acini ar- 
ranged in lobules and small ducts lined 
with columnar epithelium. 

A fistulous formation, especially in in- 
testinal duplications, may be added to the 
list of possible complications. 


Treatment.—Since the masses are ex- 
traneous to the normal architecture, which 
may also be damaged when the complica- 
tions occur, the treatment is always strict- 
ly surgical. As the masses often occur in 
close proximity to the vital abdominal or 
retroperitoneal structures, an operation of 


considerable magnitude is often required. 
As has been noted, the majority of patients 
with masses of doubtful nature or present 
serious acute complications will necessarily 
have to undergo an exploratory laparot- 
omy. It is well understood that the treat- 
ment of choice is excision of the tumor. 
This should always be attempted, in order 
to prevent recurrence. Occasionally resec- 
tion of the adjacent bowel is necessary 
because the mass is intimately and exten- 
sively adherent to the serosa and cannot 
be dissected free from the bowel, or it may 
be necessary in those cases in which ex- 
cision of the mass would leave the intes- 
tinal segment with an impaired blood 
supply. As a rule the latter happens in 
cases of duplication, especially of the in- 
tramural type where the blood supply is 
common. Restoration of the intestinal 
tract is.done by primary anastomosis. If 
resection is not feasible, as may occur in 
a poor risk patient with a cystic forma- 
tion, drainage may be attempted by mar- 
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Fig. 2 (Case 1).—Chylous mesenteric cyst with 


milky fluid exuding from its central portion where 
cyst was incised. 


supialization. The surface should be then 
treated by packs or escharotics in order to 
destroy the mucous membrane, which may 


not be recognized grossly. Pachman** in 2 
cases attached the’ cyst to the anterior 
abdominal wall and marsupialized, but 
this procedure, like aspiration or similar 
methods, should be rejected as definitive 


treatment. For enterogenous cysts espe- 
cially, the aforedescribed procedure may 
result in a mucous fistula that fails to 
close, or a cutaneous excoriation; or the 
cyst may recur. 

At the time of operation it is of great 
importance to explore other abdominal 
and pelvic regions thoroughly, not only 
because of the possibility of distant mul- 
tiple foci of the same lesion but because 
some other congenital defect may be asso- 
ciated with the embryogenetic tumor and 
may later be responsible for other direct 
or indirect postoperative complications 
(Case 4). 

The prognosis depends greatly upon the 
anatomic position of the tumor and its na- 
ture, complications, involvement of the 
neighboring tissues, especially those of the 
vital posterior abdominal wall or the in- 
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traabdominal organs, the type of surgical 
procedure employed, and, of course, the 
preoperative and general condition of the 
patient. Needless to say, the prognosis 
will depend very much also upon postoper- 
ative care, but, generally speaking, this is 
good in the present antibiotic era. 


REPORT OF CASES 


CASE 1.—A. W., a white man 46 years old, 
well developed and well nourished, was ad- 
mitted to the hospital with a history of only 
occasional periods of eructation, nausea, con- 
stipation and mesogastric tenderness in the 
past few years. At the time of admission a 
firm, movable rounded mass the size of a large 
orange was palpable in the hypogastrium. It 
appeared to be superficial and to belong to the 
abdominal wall. The remainder of the phys- 
ical examination, as well as the laboratory 
studies, was noncontributory. A tentative diag- 
nosis of tumor of the abdominal wall was made 
preoperatively. 

At operation a large mesenteric cystic tumor 
about the size of a baseball was observed. An 
attempt was made to dissect the cyst free, and 
in this process the circulation to the bowel 
was impaired. Resection of about 16 cm. of 
the adjacent ileum was then performed, with 
an end-to-end anastomosis. 

Pathologically the mesenteric cyst displayed 
a hyalinized gray external surface that was 
smooth and filled with milky fluid. Microscopic 
examination revealed that the cyst wall had 
no definite lining. The wall was composed of 
more or less sclerotic-appearing connective 
tissue, with focal areas of edema and many 
aggregations of lymphocytes. The surround- 
ing fat showed evidence of hemorrhage and 
inflammation. The fluid within the cyst re- 
vealed numerous large macrophages showing 
lobular foamy-appearing cytoplasm. 

The final diagnosis was mesenteric chylous 
cyst. The postoperative course was satisfac- 
tory, with early ambulation. The patient was 
discharged on the eighth postoperative day. 


CASE 2.—G. R., a white woman aged 39, well 
developed and fairly well nourished, was ad- 
mitted to the hospital with a history of partial 
right oophorectomy and uterine suspension 
nine years earlier. Seven years prior to ad- 
mission an abdominal tumor was removed, the 
nature of which it was not possible to ascer- 
tain. At the time of admission the patient 
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presented a history and abdominal signs 
typical of partial intestinal obstruction, ap- 
parently of the adhesive postoperative type. 

At operation, multiple visceral and parieto- 
visceral adhesions were observed. The 
adhesions were released, and a left salpingo- 
oophorectomy was performed because of an 
ovarian cyst, which later proved to be a corpus 
luteum cyst. A small, firm, gray and fibrous 
nodule 1.5 cm. in diameter was removed from 
the mesentery and submitted for microscopic 
examination as a lymph gland. 

At histologic examination the nodule showed 
a peripheral layer of smooth muscle arranged 
in irregular bundles. Within the central por- 
tion, two small cystic structures (each 2 mm. 
in the long axis) were observed. One of these 
was lined with small bowel mucosa that was 
fairly well preserved. There was an infiltra- 
tion of chronic inflammatory cells peripheral 
to this. The other cyst showed no definite 
epithelial lining. The wall consisted of foamy 
macrophages and fibrous tissue, and infiltra- 
tion of chronic inflammatory cells was more 
dense. The final diagnosis was two microentero- 
cystomas of the mesentery, one with a well- 
preserved ileal mucosal pattern, while in the 
other the pattern was destroyed. 


On the first postoperative day atelectatic 
pneumonia developed in the left lower lobe 
(confirmed radiologically) but with antibiotic 
therapy and tracheobronchial toilette im- 
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proved markedly on the second day. On the 
tenth day the patient was discharged in good 
condition. Four years later a successful chole- 
cystectomy was performed and a ventral her- 
nia was repaired, with lysis of newly formed 
postoperative adhesions. Since then the pa- 
tient has been in good condition. 


CASE 3.—R. S., a white boy aged 5% years, 
well developed and well nourished, was ad- 
mitted to the hospital on July 15, 1954, in a 
critical condition and somewhat stuporous. 
Three weeks prior to admission intermittent 
mesogastric pain had developed, which radi- 
ated all over the abdomen. A physician made 
a diagnosis of allergy to the nuts which the 
child had eaten a few days before. The pain 
became more severe during the three days 
prior to admission, with nausea, vomiting, 
anorexia and hard stools. At this time a pedia- 
trician made the diagnosis of enteritis. Physi- 
cal examination on admission revealed the 
abdomen to be rigid and diffusely painful to 
the touch, especially over the right lower quad- 
rant, where a mass was palpable. A flat plate 
of the abdomen showed the presence of 
ileus and a mass in the right lumbar region. 
The temperature was 100 F. The leukocyte 
count was 12,150 per cubic millimeter of 
blood, with a normal differential count. The 
carbon dioxide combining power was 41.9 
volumes per cent. The value for sodium 
chloride was normal. The remainder of the 


Fig. 3 (Case 3).—Multilobulated lymphatic cyst of mesentery causing 
obstruction by compression of the adjacent ileum from both sides simul- 
taneously. 





JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


Fig. 4 (Case 4).—Left midabdomen devoid of gas 

shadows. Note area of soft tissue density lying 

to left of fourth and fifth lumbar vertebrae. 

Proximal portion of sigmoid flexure appears de- 

pressed by this mass, and loops of bowel are dis- 
placed laterally and upward. 


laboratory data weré not significant. Because 
of the acute abdominal picture, operation was 
performed a few hours later. A tentative diag- 
nosis of an extensive appendiceal abscess was 
made preoperatively. 

Through a right transverse incision the ce- 
cum, appendix and ascending colon were noted 
to be displaced slightly upward. In the mid- 
ileal region the small bowel was distended for 
a distance of about 25 cm., showing vascular, 
inflammatory and obstructive changes in its 
wall. This segment of ileum was bound down 
to the lumbar gutter, and, after it had been 
freed upward an adjacent cystic mass of mes- 
entery was delivered. Because of the circula- 
tory compromise of the adjacent ileum by the 
mass, a wedge excision of the entire pathologic 
area was carried out, with an intestinal side- 
to-side anastomosis and mesenteric approxi- 
mation. The appendix was also removed. The 
patient was given transfusions of whole blood 
during the procedure. 

Pathologically there was no connection of 
the multiloculated cystic structure with the in- 
testinal lumen. The wall of the small bowel 
was intact, with a thin layer of muscularis. 
On microscopic examination the representative 
sections of the cysts revealed each cyst to be 
made up of a thin fibrous wall, occasionally 
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showing some strands of smooth muscle and 
focal collections of lymphocytes. A few flat- 
tened endothelium-like cells were also ob- 
served. Innumerable tiny similar cysts were 
present in the walls of larger cysts. 


The final diagnosis was mesenteric lym- 
phatic cyst, multilobulated. The patient was 
treated with antibiotics, phleboclysis and gas- 
tric suction. On the second postoperative day 
fluids were started orally, and after progres- 
sive ambulation the patient was discharged on 
the tenth postoperative day, in good condition. 

CASE 4.—K. M., a white boy aged 7, well 
developed and well nourished, was admitted to 
the hospital on Aug. 16, 1954. Two days prior 
to admission epigastric pain had developed, 
with nausea, fever and anorexia. On the next 
day the boy vomited, and pain in the left lower 
abdominal quadrant developed. 


The past history was normal. On admission, 
the abnormal signs were confined to the abdo- 
men, the left lower quadrant of which was 
distended, rigid and tender. There was hyper- 
peristalsis except in this quadrant, where a 
rounded, smooth, immovable mass, apparently 
with a posterior attachment was palpated. The 
temperature was 98.8 F, but on the next day 
it rose to 100.2 F. Roentgen examination of 
the abdomen showed distended small and large 
bowel, except in the left midportion of the 
abdomen, which was relatively devoid of such 
gas shadows. Increased soft tissue density 
was present in an area about 10 cm. in diam- 
eter and centering on the left side of the 
fourth and fifth lumbar vertebrae. The prox- 
imal sigmoid flexure appeared to be depressed, 
and loops of bowel were displaced to both sides 
and upward. The leukocyte count was 11,600 
per cubic millimeter of blood, with 84 per cent 
segmental cells. The sedimentation rate was 
81 mm. per hour. There were traces of albu- 
min and acetone in the urine. Other laboratory 
data were noncontributory. The preoperative 
diagnosis included (1) mesenteric cyst, in- 
flamed, and (2) extensive Meckel’s diverticu- 
lar abscess. 

Through a left paramedian incision, just 
distal to the ligament of Treitz, a cyst was 
discovered within the jejunal mesentery. It 
was about the size of a small grapefruit, and 
opposite to it, on the other mesenteric surface 
of the same segment, was a similar but smaller 
cyst. The omentum was plastered over this. 
The cysts were partially obstructing the adja- 
cent bowel by compression from both sides. 
The cysts were enucleated and the mesentery 
approximated with sutures. 
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Pathologically the cystic walls showed dif- 
fuse infiltration by all types of inflammatory 
cells. Occasionally they showed some incor- 
porated bundles of smooth muscle. The lumen 
was covered with fibrin enmeshing a consider- 
able number of inflammatory cells. The final 
diagnosis was two benign multilobulated mes- 
enteric cysts, unidentified, with marked in- 
flammatory changes. 

After early ambulation, the patient was 
discharged in good condition on the fifth post- 
operative day. 

On August 8 (the eighth postoperative day) 
the patient was readmitted to the hospital be- 
cause of intermittent abdominal pain, malaise, 
anorexia and vomiting. The abdomen was si- 
lent and distended. Roentgen examination of 
the abdomen revealed the picture of obstruc- 
tion in the lower part of the ileum, which, 
after a few hours, clinically progressed. The 
leukocyte count was 13,900 per cubic milli- 
meter of blood, and hypochloremia was pres- 
ent (77.5 milliequivalents per liter). The 
temperature was 99 F. Rectal examination 
revealed no abnormality. Gastric suction was 
started and phleboclysis given. On the next 


day it was decided to reopen the abdomen be-° 


cause of the postoperative intestinal obstruc- 
tion. 

The wound was healing well, with soft ad- 
hesions at the mesenteric suture line. The 
entire loop of small intestine from the liga- 
ment of Treitz down to the cecum was dis- 
tended. Exploration of the remainder of the 
abdomen disclosed a Meckel’s diverticulum 
about the size of the distal phalanx of the 
thumb. The diverticulum had traversed the 
abdomen from the right to the left side, and 
had become adherent to the sigmoid by an 
omental band, and the small bowel entered the 
foramen created by the Meckel diverticulum 
and its adhesive band. Diverticulectomy was 
performed, whole blood being given during 
the procedure. The patient was discharged 
from the hospital in good condition on the 
sixth postoperative day. 

CASE 5.—M. M., a white woman aged 48, 
well developed and well nourished, was ad- 
mitted to the hospital on Oct. 10, 1954. She 
was scheduled for cholecystectomy and had a 
typical past and present history of cholelithia- 
sis (confirmed radiologically) with biliary 
colic. No other symptoms than those of gall- 
bladder disease were present. An intravenous 
pyelogram preoperatively disclosed an upward 
and medial displacement of the right kidney, 
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due to a large ovoid soft tissue mass. A mini- 
mal irregularity of one of the lower right cal- 
yces was present. In the lateral view the mass 
appeared to lie anterior to the spine and below 
the right kidney, indenting the lower pole of 
the latter. Barium examination was then re- 
quested but showed no signs of intrinsic dis- 
ease. The hepatic flexure of the colon was 
displaced downward by the mass, but no great 
indentation was produced. The mass was ad- 
jacent to the lower outer portion of the right 
hepatic lobe, but there was a line of demarca- 
tion between the mass and the liver. The 
roentgen conclusion was that a primary mes- 
enteric tumor or a retroperitoneal tumor ex- 
isted. Physical examination showed a positive 
Murphy’s anterior sign and a right paraum- 
bilical mass, apparently deep and rounded, not 
movable, not smooth and not hard, with mini- 
mal tenderness. The laboratory data were 
noncontributory, as was the remainder of the 
physical examination. 

Cholecystectomy was performed. A cystic 
tumor the size of a huge grapefruit was pres- 
ent in the right retroperitoneal area, just be- 
neath the kidney. The ascending colon was 
attached to the anteromedial surface of the 
mass; the mesocolon was not recognizable. In 
some places the fatty tissue was present in 
small amounts between the cyst and the colon. 


Fig, 5 (Case 5).—Upward and medial displace- 

ment of right kidney and caudal shift of hepatic 

flexure of colon by a large ovoid soft tissue mass 
lying lateral to right psoas border. 
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Fig. 6 (Case 2).—Section of a mesenteric “nodule” showing peripheral layer 
of smooth muscle and cystic structure lined with ileal mucosa. Note infiltra- 
tion of chronic inflammatory cells is peripheral to the microenterocystoma. 
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Fig. 7 (Case 5).—Section of cystic wall, fibrous and hyalinized, showing 

definite, fairly well preserved single epithelial layer of fairly tall columnar 

cells with clear cytoplasm on their luminal aspect. The epithelium is sug- 
gestive of the colonic type. 
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The content of the cyst was a colorless fluid, 
and on later examination the wall showed 
some small areas with mucinous material. 
Enucleation of the cyst was easily performed, 
and the portion of the dorsal abdominal parie- 
tal wall was then peritonealized. 

Pathologic examination revealed the wall of 
the cyst to be thin, gray and opaque. Micro- 
scopic examination of a section of the cyst 
revealed a fibrous and hyalinized wall. No 
organized tissue was observed in the wall, 
which was without a cellular lining. When 
such a nonconclusive picture was obtained, the 
tumor was placed in the group of “unidenti- 
fied” cysts. Multiple additional sections were 
then prepared. These revealed in many cystic 
portions a quite definite, fairly well preserved 
single epithelial layer of fairly tall columnar 
cells with clear cytoplasm on their luminal 
surface. The lining cells were suggestive of 
the colonic mucosal type. 

The final diagnosis was _ retroperitoneal 
enterocystoma with a “silent,” asymptomatic 
clinical course (see interpretation on pages 
412 and 413). The postoperative course was 
satisfactory, and the patient was discharged in 
good condition on the twelfth postoperative 
day. 

CASE 6.—M. R., a white woman aged 48, 
well developed and well nourished, was ad- 
mitted to the hospital on Oct. 28, 1954. The 
past history was significant because of two 
cesarean sections and an appendectomy twenty- 
four years earlier. On that occasion an ex- 
tremely adhesive appendix was removed, and 
a cystic tumor was discovered between the 
layers of the mesoappendix. The cyst extended 
over the head of the cecum subserously. It 
was obliterated by removing the outer cov- 
ering. 

At the time of the present admission the 
patient was complaining of menometrorrhagia, 
with some hypogastric tenderness. Hormonal 
therapy was of no avail. Physical examination 
revealed slight enlargement of the thyroid, a 
pulse rate of 100 per minute, a rhythmic, 
minimal tremor of the hands and a somewhat 
hyperemotional state. Tender, cakelike masses 
were present in both breasts (the breast had 
been tender for a long time). The abdomen 
was tender in the right lower quadrant, where 
a soft mass was palpated in the cecal area. 
Pelvic examination disclosed a slightly en- 
larged uterus. The remainder of the exam- 
ination revealed no abnormality, and the lab- 
oratory observations were within normal 
limits except for the hemoglobin level, which 
was 10.5 Gm., and the erythrocyte count, which 


MAJNARICH: TUMORS 


was 3,700,000 per cubic millimeter of blood. 
The impression was that of minimal hyper- 
thyroidism without toxicosis (Basedow type) ; 
fibrocystic mastitis: functional uterine bleed- 
ing (hyperplasia?) and secondary hypochro- 
mic anemia. On the basis of the past surgical 
history a recurrent cystic tumor was suspected 
in the cecal region, in addition to the unre- 
lated endocrine imbalance. 

Panhysterectomy was performed. The 
uterus showed a few leiomyomatous nodules; 
the endometrium was of a proliferative type. 
In addition, a multiple, multilobulated cystic 
conglomeration with an apparent base in the 
terminal ileal mesentery was found, which ex- 
tended onto the anteromedial aspect of the 
cecum subserously. The base was excised, but 
in order not to injure the cecum the internal 
layer of the cystic wall on this organ was 
peeled off by opening the cyst. The cecum 
was not damaged. The content of the cyst was 
serous fluid. The patient was given whole 
blood during the operative procedure. 

Microscopic examination of the wall showed 
primarily a fibrous and fatty structure. Mul- 
tiloculated formations were present. In some 
portions a definite lining of nonconclusive, 
flattened, simple squamous or low cuboidal 
epithelium was observed. A few cells of the 
inflammatory type and primarily neutrophils 
were present, especially about the blood ves- 
sels, and were regarded as probably traumatic 
in origin. 

The final diagnosis was recurrent cyst of 
primary mesoappendicular origin, with a cys- 
tic mesenteric conglomeration of unidentified 
type; benign. (See considerations on pages 
412 and 413.) The postoperative course was 
satisfactory, and the patient was discharged 
on the seventh postoperative day, in good con- 
dition. 


SUMMARY AND CONCLUSIONS 


The literature on “surgical curiosities,” 
such as mesenteric, mesocolic and omental 
tumors, is reviewed and an additional 6 
cases of the cystic type encountered at the 
Evangelical Deaconess Hospital, Milwau- 
kee, within the last seven years (1948-55) 
are reported. Particular consideration is 
given to the cystic structures that occur in 
the majority of the cases. 

The complex and differing etiohistopath- 
ologic data are discussed, and on that 
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basis a new, more thorough classification 
is attempted. The possibility of an “uni- 
dentified’” type is mentioned, especially 
arising from a nonconclusive histopatho- 
logic pattern, from the spontaneous involu- 
tion process, or from alterations of 
elements caused by any numerous compli- 
cations, which may occur at any time in a 
cystic structure. 

Special consideration is given to the 
embryogenetic type, arising from the ali- 
mentary canal and known as enterocys- 
toma or duplication. The recently proposed 
“all-inclusive” term “duplication” is re- 
jected and reversed for formations arising 
presumably from “vacuolization” and hav- 


ing a definite “duplication” appearance.. 


For better understanding and etiopatho- 
genetic interpretation of sometimes absurd 
localizations and histopathologic data, a 
meticulous embryologic study in such indi- 
vidual cases was essential. For similar 
reasons it is advisable to prepare multiple 
histologic sections of a cystic tumor in an 
attempt to find a portion capable of sup- 
plying definitive information. 

Roentgen diagnosis is a valuable aid in 
differentiating the aforementioned tumors 
from other space-occupying intraabdom- 
inal or retroperitoneal masses, and the 
exclusively surgical treatment, either re- 
quiring or not requiring resection of the 
adjacent bowel, offers an actually good 
prognosis. A combined evaluation of sus- 
pected specimens by pediatricians, gyne- 
cologists, the surgeon and the roentgenolo- 
gist is of the utmost importance in order 
to avoid diagnostic errors. 

Of particular interest among the cases 
reported were a case of retroperitoneal 
enterocystoma, and a case of cystic tumor 
within the meso-appendix, with postopera- 
tive recurrence and the discovery of the 
possibility of “microcystic” forms (micro- 
enterocystomas) in an apparently normal 
mesentery. The possibility of the duplica- 
tion “in miniature” is also mentioned. 
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Both the former and the latter form may 
at any time undergo proliferative activity, 
or they may remain atrophic during life. 
In 2 cases there was acute abdominal dis- 
ease in children, with the development of 
mechanical ileus. In 3 cases the preopera- 
tive diagnosis was made, and in all cases 
surgical treatment was followed by a sat- 
isfactory postoperative course. In only 2 
cases was it necessary to resect the adja- 
cent bowel. 

In this general hospital the following 
rough incidence of cystic forms has been 
noted in the last seven years: 6 cases in 
50,000 total admissions, or approximately 
1 in 10,000 admissions. Some predilection 
for women and children has also been 
noted. In children, especially infants, the 
occurrence of serious complications requir- 
ing emergency treatment appears high. In 
all cases the tumors were cystic; 2 were 
unidentified, 2 were enterocystomas and 2 
were chylolymphatic. In only 2 cases had 
the symptoms been present longer than 
two months and the only consistently oc- 
curring symptom was pain or tenderness. 
It was possible to palpate the mass in 4 
cases. The relation between the size of the 
tumor and the symptoms or complications 
was not significant. The localization of the 
tumor was more important with regard to 
the latter, and also in the consideration of 
operability or the type of operative pro- 
cedure indicated. 


Author’s Note: I wish to record with apprecia- 
tion the advisory assistance of Dr. R. S. Haukohl 
and the editorial assistance of Drs. Benjamin. 
Griffen, Swerdlow, Herrington, and Pitaro and of 
Mr. R. Tomlin, HMC, USN. 


RESUME 


La littérature des curoisitéa chirurgi- 
cales, telles que tumeurs mesentériques, 
mesocoliques et omentaux, a été revisée et 
6 nouveaus cas cystiques reportés de I’hé- 
pital Ev. Deacones, Milwaukee, Wisconsin, 
observés pendant les derniers7 ans. (1948- 
1955). Attention spéciale fut faite aux 
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structures cystiques qu’on observe dans la 
majorité des cas. 

Les données tres compliquées et differ- 
entes en ce qui concerne étio-histo-patholo- 
gie sont discutées et sur cette base on a 
essayé de donner une nouvelle classifica- 
tion plus compléte. 

La possibilité d’un groupe “non identi- 
fie’ est mentionée, croissant spécialement 
d’une structure d’histo-pathologie indeter- 
minée ou d’un procés d’involution ou des 
altérations de certains éléments causées 
par des complications nombreuses qui peu- 
vent toujours paraitre dans une structure 
cystique. 

Attention spéciale est donnée au type 
embryogénétique croissant du canal ali- 
mentaire et connu sous le nom de entéro- 
cystome et duplications. Le nom general 
“duplications” derniérement proposé, est 
rejeté et réservé aux formations croissants 
vraisemblablement de “vacuolisation” et 
qui ont l’apparence particuliaire de “du- 
plication.” Pour mieux comprendre et 
interpréter étio-pathogénétiquement des 
locations et découvertes histo-patholo- 
giques, qui sont quelque fois absourdes, il 
est nécessaire d’étudier ces cas individu- 
aux soigneusement. Par des raisons sem- 
blables on recommende de préparer nom- 
breuses sections histologiques d’un tumeur 
cystique, afin de trouver un morceau qui 
permet plus de conclusions. L’auteur dis- 
cute et présente la diagnose, l’aide valable 
radiologique pour distinguer ces tumeurs 
d’autres masses intraabdominales ou ré- 
troperitonéales et le traitment exclusive- 
ment chirurgical, demandant ou pas de- 
mandant la résection de |’intestin attenant, 
et qui donne une prognose assez bonne. 
Une évaluation de l’espéce soupconnée par 
un foyer combiné de pédiatres, gynécolo- 
gues, chirurgiens et radiologues est de la 
plus grande importance pour eviter des 
confusions diagnostiques avec différents 
images entero-coliques, tumeurs des ovai- 
res ete. 
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Parmi les cas présentés quelques uns 
d’un intérest spécial parce que pas encore 
décrits: c’étaient un enterocystome retro- 
péritoneal, un tumeur cystique dans le 
meso-appendix, avec recidive postoperative 
et la découverte d’une possibilité de for- 
mes, micro-cystiques dans un mesentére 
normal. La possibilité de duplication était 
aussi mentionnée. Ces formes pourraient 
développer plus tot ou tard de I’activite 
proliferative, ou bien rester atrophiques 
pendant toute la vie. En deux cas les 
symptoémes d’une attaque aigue abdomi- 
nale avec ileus mécanique apparurent. En 
trois cas la diagnose était faite avant 
lopération et dans touts les cas le cours 
potopératif était satisfaisant. Deux fois 
seulement la résection de |’intestin atten- 
ant était nécessaire. 

Dans notre hépital général on a observé 
l’incidence suivante des formations cys- 
tiques pendant les derniéres 7 années: 6 
cas parmi 50000 admissions en total, ou 
& peu prés 1:10000. On a aussi décrite 


une prédilection parmi femmes et enfants. 
Parmi les enfants et spécialément les bé- 
bés souvent des complications sérieuses se 
développaient qui nécessitaient un traite- 
ment urgent. Touts ces cas étaient de 
structure cystique, 2 pas identifies, 2 en- 


terocystomes, et 2 chylo-lymphatiques. 
Seulement 2 fois les symptomes persista- 
ient plus longtemps que 2 mois et le seul 
symptome occurant réguliérement était 
douleur ou sensibilité. — 4 fois le tumeur 
était palpable. La rélation entre la gran- 
deur du tumeur et les symptomes et com- 
plications était insignifiante. La localisa- 
tion du tumeur était plus importante, en 
ce qui concerne lui méme set sa rélation a 
lopérabilité et au type de procédure opéra- 
tive indiqué. 


ZUSAM MENFASSUNG 


Es wird ein Uberblick der Literatur 
iiber chirurgische Raritiaiten wie Gesch- 
wiilste des Mesenteriums, des Mesokolons 
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und des Omentum gegeben. Sechs weitere 
Falle von Zysten, die in den letzten sieben 
Jahren (1948-1955) im Evangelischen 
Diakonissenhospital in Milwaukee, Wisc., 
zur Beobachtung kamen, werden berichtet. 
Besondere Beriicksichtigung finden die 
zystischen Gebilde, die in der absoluten 
Mehrzahl der Falle vorliegen, 

Die ausserst komplizierten und vonein- 
ander abweichenden Angaben iiber die 
Atiologie, Histologie und Pathologie wer- 
den erértert und, darauf fussend, wird der 
Versuch einer neuen Klassifizierung un- 
ternommen. Die Mdéglichkeit einer “nicht 
identifizierten” Gruppe wird erwahnt; 
diese ergibt sich besonders aus einem un- 


besimmten histopathologischen Bau oder. 


aus spontanen Involutionsvorgingen oder 
aus Veréinderungen der Geschwulstele- 
mente, die bei zystischen Gebilden durch 
zahlreiche Komplikationen jederzeit auf- 
treten kénnen. 

Besondere Beriicksichtigung findet der 


embryogene aus dem Verdauungskanal 
stammende als Enterozystom oder Verdop- 


pelung bekannte Typus. Die kiirlich in 
Vorschlag gebrachte “allumfassende” Be- 
zeichnung “Verdoppelung” wird abgelehnt 
und nur fiir solche Bildungen beibehalten, 
die wahrscheinlich von “Vakuolisierung” 
entspringen und ein ausgesprochenes Aus- 
sehen einer “Verdoppelung” aufweisen. 
Um zu einem besseren Verstandnis und zu 
einer klareren atiologischen und patho- 
genetischen Deutung der manchmal sinn- 
widrig erscheinenden Lokalisierungen und 
histopathologischen Befunde zu gelangen, 
ist, wie sich herausgestellt hat, eine pein- 
lich genaue embryologische Untersuchung 
der einzelnen Falle wesentlich. Aus dem 
gleichen Grunde empfiehlt es sich, von 
einer zystischen Geschwulst mehrfache 
histologische Schnitte anzufertigen, um 
die Chance, ein aufschlussreicheres Ge- 
websstiick zu finden, zu vergréssern. 

Die Diagnostik und der Wert der Ront- 
genuntersuchung zur Unterscheidung 


424 


OCTOBER, 1955 


dieser Geschwiilste von anderen raumver- 
draingenden intraabdominellen oder retro- 
peritonealen Massen werden erortert, und 
auf die ausschliesslich chirurgische Be- 
handlung mit oder ohne Notwendigkeit 
der Resektion der angrenzenden Darm- 
schlinge sowie auf die gute Prognose wird 
eingegangen. Zur Vermeidung diagnos- 
tischer Verwechslungen mit verschiedenen 
enterokolitischen Krankheitsbildern, Eier- 
stockgeschwiilsten oder anderen Méglich- 
keiten ist eine gemeinsame Beurteilung 
verdachtiger Falle durch den Kinderarzt, 
den Gynakologen, den Chirurgen und den 
Radiologen von ausserster Wichtigkeit. 

Unter den hier berichteten Fallen sind 
von besonderem Interesse bisher nicht 
veroffentlichte Falle eines retroperitoneal- 
en Enterozystoms, einer zystischen Ge- 
schwulst innerhalb der Mesoappendix mit 
Riickfall nach der Operation und die Ent- 
deckung der Moglichkeit “mikrozystisch- 
er” Formen (Mikroenterozystome) in 
einem anscheinend normalen Mesenterium. 
Auch die Modglichkeit einer ‘Miniatur”- 
Verdoppelung wird erwahnt. Die beiden 
letzterwahnten Zustande kénnen jederzeit 
eine proliferative Aktivitat annehmen, 
aber auch wahrend des ganzen Lebens 
atrophisch bleiben. In zwei Fallen trat bei 
Kindern das Krankheitsbild eines akuten 
Bauchzustandes mit mechanischem Darm- 
verschluss auf. In drei Fallen wurde die 
Diagnose vor der Operation gestellt, und 
in allen Fallen wurde die chirurgische Be- 
handlung mit zufriedenstellendem post- 
operativen Verlauf durchgefiihrt. Nur in 
zwei Fallen war es notwendig, die anlie- 
gende Darmschlinge zu resezieren, 

In dem oben erwahnten Hospital liessen 
sich die folgenden groben statistischen 
Daten beziiglich des Auftretens der zys- 
tischen Formen innerhalb der letzten sie- 
ben Jahre erheben: sechs Faille unter 
50000 Gesamtaufnahmen, d.h. etwa ein 
Fall unter 10000. Eine gewisse Bevorzu- 
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gung von Kindern und Frauen liess sich 
auch in der Literatur feststellen. Bei diesen, 
und besonders bei jungen Kindern, scheint 
das Auftreten ernster Komplikationen mit 
der Notwendigkeit sofortigen Eingreifens 
hoch zu sein. Alle hier berichteten Falle 
zeigten Geschwiilste von zystischem Bau. 
Zwei waren nicht identifiziert, zwei En- 
terozystome und zwei chylolymphatische 
Zysten. Nur in zwei Fallen bestanden die 
Krankheitszeichen langer als zwei Monate, 
und das einzige standig auftretende Symp- 
tom war Schmerz oder Empfindlichkeit. 
In vier Fallen liess sich die Geschwulst 
palpieren. Es bestand keine wesentliche 
Beziehung zwischen der Groésse der Ge- 
schwulst und dem Umfang der Erschei- 
nungen der Komplikationen. Der Sitz der 
Geschwulst war von grésserer Bedeutung 
sowohl beziiglich der Geschwulst selbst als 
auch ihrer Operierbarkeit und der Indika- 
tion des in Frage kommenden Operations- 
verfahrens. 


RESUMEN 


Se revisa la literatura sobre “curiosida- 
des quirtrgicas” tales como quistes 
mesetéricos, mesocdlicos y omentales, 
agrengandose 6 casos adicionales del Dea- 
coness Hospital, Milwaukee, Wisc., que se 
presentaron durante los ultimos siete afios 
(1948-1955). Se ha dado importancia par- 
ticular a las estructuras quisticas que 
ocurren en la mayoria de los casos. 

Se discuten los complejos datos etio- 
histo-pathol6gicos y se intenta hacer una 
clasificaci6n sobre bases neuvas. Se men- 
ciona la posibilidad de un grupo “indefi- 
nido,” particularmente para los tipos his- 
topatol6gicos no definidos o para los 
procesos de involucién espontanea o para 
las alteraciones de elementos producidos 
por numerosas complicaciones que pueden 
ocurrir en cualquier tiempo en una estruc- 
tura quistica. 
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Se da especial consideracién al tipo em- 
briolégico que se origina en el tubo diges- 
tivo, que se conoce como enteroscistomas 
y duplicaciones. El] termino general de 
“duplicaciones” es refutado reservado 
unicamente para las formaciones que se 
originan a partir de “vacuolizacién” y 
que tiene una apariencia de “duplicaci6n.” 
Para comprender mejor la interpretacién 
y algunas veces la localizacién rara de 
los hallazgos histo-patolégicos, se encontré 
que es esencial en esos individuos un 
examen embriolo6gico cuidadoso, Por ra- 
zones semejantes se aconseja preparar 
multiples secciones histolégicas de los tu- 
mores quisticos, con el objeto de llegar a 
una parte mas clara. 

El diagnostico y los hallazgos roentgeno- 
légicos a uda a hacer la diferenciacién de 
los tumores anteriores de otros que ocupan 
la cavidad abdominal o el espacio retro- 
peritoneal, definiendo el tratamiento qui- 
rurgico con reseccién o sin ella del intes- 
tino anexo; se discute y se presenta el 


pronostico. Es de valor el consultar pedia- 
tras, ginecélogos y radiélogos en los casos 
sospechosos, siendo de la mayor importan- 
cia el evitar errores diagndésticos con 


enterocolitis, tumores ovaricos u otras 
posibilidades. 

Entre los casos presentados de particu- 
lar interés por no haber sido comunicados 
previamente estan: un enterocistoma 
retroperitoneal, un tumor quistico incluido 
en el meso apendicular con recidiva PO y 
descubrimiento de la posibilidad de formas 
microquisticas (microenterocistomas) en 
un mesenterio aparentemente normal. Se 
menciona también la posibilidad de dupli- 
cacién “en miniatura”; la primera y la 
ultima formas pueden en cualquier tiempo 
mostrar actividad proliferativa 0 perma- 
necer atréficas durante la vida. En 2 casos 
se desarrollo un cuadro abdominal agudo 
en un nifio con un ileo mecanico. En 3 ca- 
sos el diagnéstico preoperatorio fué hecho 
durante el tratamiento quirtgico, obte- 
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niéndose un curso PO satisfactorio. Uni- 
camente 2 casos requirieron la reseccién 
del intestino anexo. 

En nuestro hospital general se anoté la 
siguiente frecuencia de quistes en los ulti- 
mos 7 afios: 6 casos de 50,000 admisiones 
globales o sea aproximadamente 1 en cada 
10,000. Se noté cierta predileccién por los 
ninos y las mujeres; en los nifios ocurrié 
con cierta frecuencia complicacién grave 
que requirié tratamiento de urgencia. To- 
dos los casos fueron de estructura quis- 
tica: 2 no identificada; 2 enterocistomas y 
2 chilo-linfaticos. Unicamente 2 tuvieron 
sintomas que estuvieron presentes. por 
mas de 2 meses y los tinicos sintomas 


fueron dolor y hipersensibilidad. En 4. 


casos fué posible palpar la tumoracién. No 
se encontr6 significacién entre el tamano 
del tumor y la sintomatologia o las com- 
plicaciones. La localizacién del tumor tuvo 
importancia con relacién a estas ultimas 
asi como en relacién a la operabilidad o el 


tipo de procedimiento quirtrgico indicado. 


SUMARIO 


A literatura sdbre as “curiosidades 
cirtrgicas” tais como tumores mesentéri- 
cos, mesocélicos e epipléicos foi revista, 
sendo apresentados agora 6 casos cisticos 
adicionais do Ev. Deaconess Hospital, Mil- 
waukee, Wisc., os quais ocorreram nos 
ultimos 7 anos (1948-55). As estruturas 
cisticas, que ocorreram com absoluta mai- 
oria nestes casos, receberam consideracaéo 
especial. 

Os dados_ etio-histo-patol6gicos, com- 
plexos e diversos, sao discutidos, sendo 
oferecida uma classificagéo mais completa. 
E mencionada a possibilidade de um grupo 
nao identificado, originando-se principal- 
mente num quadro histo-patolégico nao 
conclusivo ou no processo de involugao 
espontaneo, ou alteracdes de elementos 
provocadas por numerosas complicagées 
que podem ocorrer numa estrutura cistica. 
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E dada atencao especial ao tipo embrio- 
genético que nasco no canal alimentar, 
desginado por enterocistomas e duplica- 
codes. O termo recentemente proposta e 
geral, “duplicagao,” é rejeitado e reser- 
vado para formacées que se originam pre- 
sumivelmente em “vacuolizagédes e com 
aspecto particular de “duplicacées.” Veri- 
ficou-se ser essencial um estudo embrio- 
l6gico meticuloso para a compreensao e 
interpretacao etiopatogenética de certas 
localizacées absurdas e achados histopato- 
l6gicos, em alguns casos individuais. Por 
razoes semelhantes é aconselhavel o pre- 
paro de miultiplas seccdes histolégicas de 
um tumor cistico, para se obter regides 
mais conclusivas. 

Sao discutidos os diagnéstico, 0 auxilio 
da radiologia para diferenciar os tumores 
acima de outros tumores intra-abdominais 
ou extraperitoniais, bem como o trata- 
mento cirirgico exclusivo, quer exija ou 
nao a resseccao do intestino adjacente, com 
bom prognéstico real. A avaliacéo con- 
junta do caso por pediatras, ginecologistas, 
cirurgides e radiologistas é de grande im- 
portancia para se evitar érros diagnésticos 
com outros quadros do intestino delgado e 
grosso, tumores ovarianos e outras possi- 
bilidades. 

Entre os casos apresentados de interésse 
particular e ainda nao relatados, cita-se 
um enterocistoma retroperitoneal, um tu- 
mor cistico dentro do meso-apéndice, com 
recidiva pés-operatéria e a descoberta da 
possibilidade de formas “micro-cisticas” 
(micro-enterocistomas) num mesentério 
aparentemente normal. Também é men- 
cionada a possibilidade da duplicacéo “em 
miniatura.” Estas duas tltimas formas 
podem sofrer atividade proliferativa em 
qualquer ocasiéo, ou permanecerem atro- 
fiadas durante toda a vida. Em 2 casos 
surgiu um quadro abdominal agudo em 
crian¢as, com ileo mecanico. Em trés casos 
foi feito o diagnéstico pré-operatério e em 
todos os casos foi feito tratamento cirtr- 
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gico, com pés-operatério satisfatério. Em 
apenas dois casos foi necessaria a ressec- 
céo do intestino adjacente. 

Em nosso Hospital geral, nos ultimos 7 
anos foi registrada a incidéncia de 6 casos 
para 50.000 internacdes ou seja aproxima- 
damente 1 para cada 10.000 internacées. 
A literatura ainda registra certa predile- 
céo para criangas e para o sexo feminino. 
_Naquelas, e principalmente na primeira 
infancia, parece ser alta a ocorréncia de 
complicacées graves que requerem trata- 
mento de emergéncia. Em todos os casos 
a formacao era cistica; 2 nao foram iden- 
tificados; 2 eram enterocistomas e 2 quilo- 
linfaticos. Apenas em 2 casos os sintomas 
se apresentavam ha mais de 2 meses e 0 
unico sintoma persistente era a dor. Foi 
possivel a palpacao da tumoracéo em 4 
casos. A relacéo entre o tamanho do tu- 
mor e a sintomatologia ou complicacdes 
nao teve significacao. A localizacaéo do tu- 
mor foi mais importante com relacéo as 
complicacédes, bem como com relacéo a 
operabilidade ou tipo do processo cirtr- 
gico. 

RIASSUNTO 


E’ stata fatta una revisione dei tumori 
rari mesenterici, mesocolici e omentali; 
ne sono stati presentati altri 6 casi capitati 
negli ultimi 7 anni (1948-1955) all’Ospe- 
dale Ev. Deaconess, di Milwaukee, Wisc.; 
di tali casi é stata presa in particolare 
considerazione la struttura cistica che era 
presente in quasi tutti. 

Vengono discussi gli elementi etio-isto- 
patologici, che sono diversi e complessi e 
viene presentata una nuova classificazione, 
che comprende anche un gruppo di tumori 
“non identificati” che sono quelli in cui la 
struttura é stata modificata da processi 
involutivi spontanei o da altre complica- 
zioni. 

Un posto speciale merita il tipo disem- 
briogenetico che prende origine dal tubo 
digerente e che é noto come enterocistoma 
o duplicazione. Quest’ultimo termine deve 
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essere mantenuto solo per quelle affezioni 
che derivano presumibilmente dalla “vac- 
uolizzazione” e che hanno veramente 
laspetto di “duplicazione.” 

E’ certamente indispensabile, in alcuni 
casi, un meticoloso studio embriologico 
allo scopo di comprendere ed interpretare 
etiopatogeneticamente certe paradossali 
localizzazioni e certi reperti anatomopato- 
logici. Allo stesso scopo é necessario stu- 
diare i tumori cistici su sezioni istologiche 
seriate nel tentativo di trovare i punti pit 
istruttivi. 

Viene poi trattata la diagnosi di queste 
affezioni, e specialmente quella radiologica 
che é di notevole aiuto nel differenziare 
tali tumori da altre masse intra- o retro- 
peritoneali, e la cura chirurgica, che é 
l’unica possibile, e che comprende oppure 
no, la resezione dell’intestino contiguo al 
tumore. La diagnosi richiede la collabora- 
zione con i pediatri, coi ginecologi e con i 
radiologi allo scopo di evitare errori di 
interpretazione. 

Fra i casi originali presentati vi é un 
enterocistoma retroperitoneale, un tumore 
cistico del meso-appendice che é poi reci- 
divato e una forma microcistica (micro- 
enterocistoma) del mesentere. Viene anche 
ricordata la possibilita di “duplicazione in 
miniatura.” Alcune di queste affezioni 
possono andare incontro ad una attivita 
proliferativa o rimanere inattive per tutta 
la vita. In 2 casi la malattia si manifestd 
con un quadro addominale acuto di ileo 
meccanico. In altri 3 la diagnosi fu fatta 
preoperatoriamente; in tutti l’intervento 
chirurgico fu seguito da successo. Solo in 
2 fu necessaria una resezione dell’intestino. 

Nell’Ospedale sopramenzionato la fre- 
quenza di tali tumori negli ultimi 7 anni 
fu di 6 casi su 50.000 pazienti, cioé di circa 
l’uno su 10.000; dalla letteratura risulta 
una certa predilezione per i bambini e per 
le femmine. Nei bambini vi é un’alta per- 
centuale di complicazioni che richiedono 
un intervento d’urgenza. 
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In tutti i casi la struttura del tumore 
era cistica; 2 erano enterocistomi, 2 cisti 
chilo-linfatiche e 2 non classificabili. Solo 
in 2 casi i disturbi risalivano a pit di 2 
mesi e consistevano in dolori addominali; 
in 4 si palpava una massa nell’addome. 

Non vi fu nessun rapporto fra le di- 
mensioni del tumore e la gravita della 
sintomatologia o delle complicazioni. La 
localizzazione precisa di esso fu assai pil 
importante in rapporto alle complicazioni 
che non all’operabilita o al tipo di inter- 
vento necessario. 
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Endometriosis 


Symptoms, Diagnosis and Treatment 
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tunity arises to discuss endometriosis. 
It is perhaps the disease most fre- 
quently encountered in the female pelvis 
during the earlier childbearing years, and, 
since malignant neoplasm is relatively 
rare in this age group, gynecologists con- 
sider it the most important pathologic 
change observed. It has a particular in- 
terest because, although it is almost always 
benign, it possesses the ability to invade 
and destroy surrounding tissue. I cannot 
understand how anyone who has seen ex- 
tensive involvement of the pelvis by endo- 
metriosis can claim that the condition is 
not often progressive. Since it is the most 
destructive growth commonly occurring in 
the earlier productive years, it behooves 
the gynecologist ever to be on the lookout 
for it and to attempt its removal or con- 
trol if it produces the usual symptoms or 
if it seems to progress. To watch symp- 
tom-producing endometriosis as one 
watches small fibroids, for long periods of 
time, is completely unfair to the patient. 
The destructive ability of the two condi- 
tions is not comparable. With the older 
patient in whom the symptoms are not 
severe, watchful waiting has its justifica- 
tion. 
I shall not repeat the various etiologic 
theories ; suffice it to say that no one the- 
ory is universally accepted as applicable 


| AM always pleased when the oppor- 
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in all cases of endometriosis. 

Endometriosis occurs during menstrual 
life. A few cases are reported in which 
it has occurred after the menopause; often 
it was discovered incidentally in conjunc- 
tion with other major disease. In such 
cases, however, my opinion is that the 
condition began at an earlier date. A few 
cases are reported of patients under 20 
years of age. I have diagnosed the condi- 
tion most frequently in women between 
the ages of 25 and 35. The one exception 
is that adenomyosis is observed most com- 
monly from 35 to 45 and is often asso- 
ciated with additional pathologic change. 
In my private practice, almost one-third 
of the patients who have undergone lapa- 
rotomies for varied gynecologic conditions 
have endometriosis. It is observed less 
frequently in the clinic group. Meigs re- 
ported similar data and explained that the 
difference in attitude toward childbearing 
in the two groups may be etiologic. The 
incidence reported by gynecologists is 
much higher than that reported by general 
surgeons. My conclusion is that the for- 
mer obtain better exposure to the deep 
pelvis and that they search more diligently 
for smaller lesions, which are often over- 
looked or diagnosed as old inflammatory 
adhesions. 

Symptoms.—The symptoms of this con- 
dition vary widely. It may be entirely 
silent, discovered only when the patient 
presents -herself because of infertility or 
for a routine check-up. If a careful his- 
tory is taken, however, I am convinced 
that most of the patients in whom one 
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detects even early growths do have symp- 
toms suggesting endometriosis. I admit 
that early small superficial growths on the 
ovary may be completely asymptomatic 
and impossible to palpate. A point of in- 
terest is that rather extensive involvement 
may at times, although rarely, produce a 
few subjective symptoms; again, relatively 
small lesions may cause incapacitating 
symptoms. 

The common symptoms of endometrio- 
sis are well known. They do not always 
fall into the textbook picture, however. 
They depend upon the location and extent 
of the lesions and often vary with the 
cyclic changes that take place in the ec- 
topic tissues. With extensive growths, 
discomfort in the lower part of the abdo- 
men may be present at all times. The 
dysmenorrhea is often that of the acquired 
type; it may, however, be superimposed 
upon a primary type. It is accentuated at 
the time of premenstrual congestion, 
reaches its height with the menses and 
then gradually diminishes. The resultant 
tissue reaction of the surrounding struc- 
tures causes a sensation of fullness or dis- 
tention and may be referred into the bowel 
or down the thighs, simulating sciatica. 
The symptoms are aggravated when the 
bowel is distended by gas or feces. Cer- 
tainly the most common single symptom 
is pain, and its character and degree may 
vary as widely as do the location and ex- 
tent of the growths. Te Linde noted pain 
in about 57 per cent of uncomplicated 
cases; Counseller, in only 24 per cent. I 
encounter it much more frequently, par- 
ticularly when referred intestinal pain 
and dyspareunia are carefully investi- 
gated. Bladder symptoms are encountered 
less frequently, even though the peritoneal 
covering of this organ may contain small 
superficial growths. It is very seldom that 
a break-through of the vesical or bowel 
mucosa takes place; hence, vicarious men- 
struation from these organs is rare. Since 
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the lesions occur in the dependent portion 
of the pelvis, backache is a frequent ac- 
companiment. Let me emphasize the fact 
that the deep pelvis should be thoroughly 
inspected and palpated at every operation 
on the lower part of the abdomen. 


Abnormal bleeding is common. This 
usually takes the form of too much bleed- 
ing, but oligomenorrhea and metrorrhagia 
are not rare. Whether this is due to the 
presence of the lesions or to a hormonal 
imbalance, which may be an etiologic fac- 
tor in its production, is questionable. The 
spurting type of bleeding associated with 
adenomyosis and its interference with 
uterine muscular contractions are under- 
standable. 

Sterility is a well-known complaint of 
patients with this condition, in spite of 
the fact that the tubes are usually patent 
except in cases of extensive involvement. 
It is often explained by fixation of ovaries, 
interference with the relation of ovary 
and tube, fixation of the uterus in retro- 
displacement, etc. But often these condi- 
tions are not present and yet, after resec- 
tion of small lesions, the patient conceives. 
The explanation is not an easy one. 


Diagnosis. — The diagnosis of endo- 
metriosis can usually be made by a pains- 
taking analysis of the onset and type of 
discomfort, plus a careful abdominorecto- 
vaginal examination. Quite obviously this 
examination is facilitated if the bladder 
and rectum are completely empty. At 
times the history is so typical as to pro- 
vide a presumptive diagnosis. If telltale 
involvement of the posterior fornix is seen, 
there is no further question. This, how- 
ever, is not common. More frequently 
there is nodulation, beading or puckering 
of one or both sacrouterine ligaments. 
These may extend into the retrovaginal 
septum, or they may be palpated laterally 
in the ovarian fossae, in which case the 
ovary is often fixed there. Only twice 
have I been able to diagnose implants in 
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the anterior cul-de-sac preoperatively and 
prove the diagnoses at operation. Cysto- 
scopic or proctoscopic demonstration of 
puckering in those regions has been help- 
ful. Fairly extensive growths in the true 
pelvis should be diagnosed practically al- 
ways before the operation, while smaller 
growths higher in the pelvis, especially if 
complicated by additional gross pathologic 
change, may not be suspected and are dis- 
covered at laparotomy. This picture is 
often associated with relative sterility. 
Colpotomy offers an excellent method of 
proving or disproving the existence of 
small questionable lesions. Culdoscopic 
study has been suggested, but in my opin- 
ion the former carries no more risk, per- 
haps even less, and furnishes better vision. 
But colpotomy should be used for diagno- 
sis, not treatment, except when hysterec- 
tomy and possibly castration are to be 
done. At any rate, the diagnosis is being 
made more frequently, whether because 
the incidence of this condition is actually 
increasing or because there is an increase 
in ability to recognize it. 
Treatment.—Since I am convinced that 
endometriosis is often a progressive dis- 
ease, I consider treatment indicated in 
most instances. It is a benign growth of 
adult tissue which infiltrates and spreads 
in a fashion not unlike that of malignant 
tumor. If a few small lesions producing 
no symptoms are present, they may be 
watched, particularly in elderly patients. 
But the majority of my patients have been 
younger women, with sterility rather com- 
monly associated with the disease. Sur- 
gical intervention is therefore my method 
of choice, with every effort made to con- 
serve the reproductive function. This 
should be done even though one realizes 
at the time that complete resection of the 
pathologic tissue is not being accom- 
plished. Often I have known this residue 
of growth to remain quiescent or even to 
undergo atrophy after partial removal. 
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Even if a second operation becomes nec- 
essary some years later or if “cure-all” 
castration with irradiation is indicat- 
ed later, those reproductive years have 
been well worth the second procedure. 
Small lesions are easily resected or cauter- 
ized. Chocolate cysts should be resected, 
with preservation of some ovarian func- 
tion when possible except in elderly 
women. If further treatment becomes 
necessary, castration by irradiation may 
be indicated. Recently Ware reported that 
13 patients in his private practice had 
borne children after operation for endo- 
metriosis. I have a much larger number. 
The patients are extremely grateful that 
they have been permitted to carry out this 
function, and I am sure that each of them 
has gladly taken the chance of a second 
operation or treatment rather than be de- 
prived of the opportunity of having her 
child. 

In those patients in whom the condition 
is so extensive that its resection becomes 
hazardous or in whom it is impossible to 
leave ovarian tissue with its blood supply, 
one has no choice but castration. Although 
it is preferable to do a total abdominal 
hysterectomy in such cases, it is not always 
wise. At times it is best to return to the 
old technic of supracervical hysterectomy. 
There may be such extensive involvement 
in the cul-de-sac and the retovaginal sep- 
tum that it becomes very hazardous to re- 
move the cervix. 

Hirst of Philadelphia and Miller of 
Hartford have used testosterone in treat- 
ing the condition. I can see how amenor- 
rhea, with temporary relief, may be 
accomplished in some cases, but it does 
not seem feasible that this treatment 
should be carried out for long periods. 
Kanarky of Houston has used large doses 
of stilbesterol to produce an inhibitory 
effect. The rationale of this procedure I 
cannot understand; I even dislike the use 
of estrogens for the control of menopausal 
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symptoms in patients known to have had 
extensive endometriosis. I should like to 
stress the importance of conservative 
treatment by whatever method one is able 
to obtain the desired results. 


SUMMARY 


Endometriosis, which is the pelvic path- 
ologic condition most frequently encoun- 
tered in women of the early part of the 
childbearing period, is discussed as to 
diagnosis, treatment and relation to steril- 
ity. Emphasis is placed on the importance 
of preserving the childbearing function 
when possible. 


ZUSAM MENFASSUNG 


Die Endometriose, die die am haufig- 
sten auftretende gynakologische Erkran- 
kung im friihen Abschnitt des geharfahi- 
gen Alters darstellt, wird vom diagnostis- 
chen und therapeutischen Standpunkt aus 
und ihrer Beziehung zur Unfruchtbarkeit 
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erértert. Es wird besonders hervorgeho- 
ben, wie wichtig es ist, die Gebarfahigkeit 
wenn modglich zu erhalten. 


RESUME 


L’endométriose, une condition patholo- 
gique pelvine, qu’on trouve leplus souvent 
parmi des femmes, dans la premiére partie 
de l’age fertile, est discutée en ce qui con- 
cerne diagnose, traitement et rélation a la 
stérilite. L’importance de conserver, si 
possible, la fonction productive, est mis en 
evidence. 


RESUMEN 


La endometriosis, que es un padeci- 
miento pélvico mas frecuentemente en la 
mujer en el comienzo del periodo de la 
fecundidad, se trata por lo que respecta 
a diagnéstico, tratamiento y relacién con 
la esterilidad. Se da importancia a que 
siempre que sea posible se conserve la ca- 
pacidad de maternidad. 


There is a time in every man’s education when he arrives at the conviction that 


envy is ignorance; that imitation is suicide; that he must take himself for better, 


for worse, as his portion; that though the wide universe is full of good, no kernel 


of nourishing corn can come to him but through his toil bestowed on that plot of 


ground which is given him to till, The power which resides in him is new in Nature, 


and none but he knows what that is which he can do, nor does he know until he 


has tried. 


—Emerson 
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in the essential or malignant form, is 

the disease most frequently affecting 
the adult population of the United States 
today. This disease and its complications 
produce twice as many deaths each year 
as cancer. Considering all organic diseases 
to which mankind may be subjected, essen- 
tial hypertension is second in importance 
only te arteriosclerosis. 

Allen,! of the Mayo Clinic, estimated that 
hypertension, in its various forms, is pres- 
ent in approximately 25 per cent of the 
adult population of the country. For the 
majority of hypertensive patients the dis- 
ease ultimately becomes serious, although 
in some instances its significance is not 
recognized, owing to the fact that a lim- 
ited number of persons live with this dis- 
ease for long periods with little or no 
manifestation of it. 

Etiologic Background. — Many theories 
have been presented from time to time as 
to the etiology of essential hypertension; 
these have been reviewed in other publi- 
cations? and will not be discussed here. At 
present those most familiar with the dis- 
ease know little of its pathogenesis except 
that the causative factors are multiple, 
and the fact that there is increased resist- 
ance to the flow of blood through the 
arterioles has been specifically agreed 
upon. 

According to Hines and others,* approx- 
imately 15 per cent of otherwise normal 


| T has been estimated that hypertension, 
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persons may be observed in a hypertensive 
state, varying with emotional or physical 
stress, in which the blood pressure returns 
to normal after a period of rest. In such 
cases, known as transitory hypertensives, 
such a stimulus as immersion of one hand 
in ice water for one minute may raise the 
blood pressure level as much as 20 mm. of 
mercury systolic and 15 mm. diastolic. 
Hines and Brown‘ have further shown 
that these persons, referred to as hyper- 
reactors, are more likely to become perma- 
nently hypertensive than are nonhyper- 
reactors. The examining physician will 
note that the blood pressure level of such 
persons is elevated at first examination but 
falls promptly after a period of rest in a 
horizontal position. 

I have had the opportunity of following 
a series of 416 patients with transitory 
hypertension over a period of fifteen years. 
In 45 per cent of these patients permanent 
essential hypertension developed, and in 
80 per cent of this 45 per cent cardiovas- 
cular changes also occurred in association 
with advanced stages of the disease. The 
series in this presentation is divided into 
four groups, based on the age and sex of 
the patient, the severity of the hyperten- 
sion, the changes in all vascular areas and 
the response to sedation. 

Diagnosis and Course.—The criterion I 
use for making a diagnosis of hypertension 
is based on a systolic pressure of 170 and 
a diastolic pressure of 110 after forty- 
eight hours of rest in bed. A differential 
diagnosis may then be established by elim- 
inating other factors that produce hyper- 
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tension, including certain recognized enti- 
ties such as coartication of the aorta, 
tumors of the pituitary or adrenal glands,°* 
chronic nephritis or chronic pyelonephritis, 
and others. 

A detailed history and physical exami- 
nation is completed on each hypertensive 
patient, including eyeground studies® with 
the pupils fully dilated. The patient is then 
classified according to the results of the 
eyeground studies, on the basis of the 
method of Keith, Wagener, and Barker:*< 
Group I: Patients with only vascular 
spasm, generalized narrowing or irregular 
constriction of any degree, without. evi- 
dence of sclerosis, hemorrhage, exudate or 
papilledema. Group II: 
sclerotic changes, particularly arterio- 
venous compression associated with tortu- 
osity, increased spasm but no hemorrhage, 
exudate or papilledema. Group III: Pa- 
tients with hemorrhage and/or exudate, 
but without papilledema, regardless of 
changes in the vessels. Group IV: Pa- 
tients with measurable papilledema, eleva- 
tion of the discs associated with hemor- 
rhage and exudate, and significant changes 
in the retinal arteries. 

Electrocardiographic studies are made 
on each patient, as well as a 7-foot roent- 
gen film of the heart, with particular at- 
tention to its size and shape and the state 
of the aorta.’ 

The renal status is determined by rou- 
tine urinalysis, a twelve-hour urine con- 
centration test, an intravenous pyelogram 
and an intravenous P.S.P. phenolsulf, A 
complete blood count is made; a hemoglo- 
bin determination is also made, as well as 
determination of the values for serum pro- 
tein, nonprotein nitrogen, cholesterol and 
chloride. The basal metabolic rate is deter- 
mined and postural, cold pressure and sed- 
ative tests are made by the methods of 
Smithwick.®» 

When a diagnosis of essential hyperten- 
sion is definitely established, the clinical 


Patients with . 
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course of the patient is not favorable. 
Keith, Wagener and Barker*« have shown 
that the prognosis varies in each group of 
their series of 219 cases classified accord- 
ing to the results of eyeground studies. In 
Group I, the mortality rate from five to 
nine years was 40 per cent; in Group II, 
65 per cent; in Group III, 92 per cent, and 
in Group IV, 99 per cent (Table 1). Smith- 
wick,®» using a similar classification, re- 
ported 296 cases of essential hypertension 
treated nonsurgically from four to ten 
years with a mortality rate of 16 per cent 
in Group I; 37 per cent in Group II; 71 per 
cent in Group III, and 90 per cent in Group 
IV, or a total of 51 per cent mortality in 
the entire series. 

In the series here presented, 302 pa- 
tients treated medically for two to twelve 
years show variations in the prognosis in 
accordance with the amount of cardiovas- 
cular damage present, the resting level of 
the diastolic pressure, and the sex of the 
patient, as the prognosis for the male is 
much less favorable than for the female. 
It is also demonstrated in this series that 
the cardiovascular-renal complications 
vary greatly from one patient to another. 
In Group I, which represents 66 of the se- 
ries of 302 cases, the mortality rate was 
15 per cent; in Group II, representing 124 
cases, 46 per cent; in Group III, represent- 
ing 64 cases, 62 per cent, and in Group IV, 
representing 48 cases, 73 per cent; or a 
total mortality rate of 47 per cent for the 
entire series. Of the remaining 53 per 
cent, or 159 patients who were alive two 
to twelve years later, 48 patients, or 27 
per cent, had suffered at least one nonfatal 
cardiovascular-renal accident, which 
proves the seriousness of this disease once 
a definitive diagnosis has been made and 
shows without a doubt that these patients 
must be treated with care, either medi- 
cally, surgically, or both, to give them a 
reasonable opportunity of longevity. 

Smithwick*» has reported that 60 per 
cent of hypertensive persons die of cardiac 
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complications; 20 per cent die of cerebro- 
vascular accidents ; 10 per cent die of renal 
failure, and probably fewer than 10 per 
cent die of unrelated causes. It is my con- 
tention that patients with a persistently 
elevated systolic blood pressure level of 
175 or higher and a diastolic level of 110 
or higher should be carefully evaluated 
after bed rest for forty-eight hours, to de- 
termine the status of the retinopathy and 
cardiovascular-renal system. 

Selection of Method of Treatment.—In 
evaluating a hypertensive patient for 
treatment it is of prime importance to de- 
termine in which of the aforementioned 
four groups the patient belongs and his 
sex and age, as well as his ability to follow 
the treatment administered and the in- 
structions given. Every physician who 


undertakes the management of patients 
with essential hypertension should appre- 
ciate the seriousness and severity of the 
disease. In order to obtain better results, 
the patient and his family should be ac- 


quainted with these facts. 

Throughout the years various drugs and 
procedures have been recommended for 
treatment of hypertension,? i.e., diets with 
restriction of sodium or use of garlic, 
pumpkin seeds, mineral waters and seda- 
tives, various drugs, most of which are in- 
effective in the majority of cases. The ma- 
ture physician has observed this parade of 
therapy and concluded that these proce- 
dures do not solve the problem of essential 
hypertension for all patients. At this time 
there are a number of new drugs in vogue, 
some of which are likely to produce unde- 
sirable results. Some of these are verat- 
rum, potassium thiocynate, rauwolfia, 
hydralazine, hexamethonium and dibenzy- 
line. It is important for the physician who 
uses newly developed drugs in the treat- 
ment of hypertension to familiarize him- 
self thoroughly with their use and results 
through a careful evaluation of the litera- 
ture and to be always cognizant of the fact 
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Fig. 1.—Extent of thoracolumbar sympathectomy 
utilized by the author for essential hypertension. 
Thoracic ganglion and trunk are removed from 
the fourth to the twelfth thoracic with the 
greater, the lesser and the least splanchnic nerves, 
the first and second lumbar ganglion, trunk and 
one-half of the celiac ganglion on each side. 


that fatal complications may occur.’” 

In general, the types of therapy recom- 
mended for hypertension are: diet, includ- 
ing reduction in sodium and reduction of 
calories in cases of obesity; drugs, to- 
gether with elimination of factors produc- 
ing emotional distress including modera- 
tion in living and discontinuance of the use 
of tobacco, and surgical intervention. 

It has been my practice, in most in- 
stances, to recommend rigid medical treat- 
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ment to patients with essential hyperten- 
sion for a period sufficient to determine 
what, if any, benefit may be obtained. If 
there has not been sufficient response to 
medical therapy after several months and 
the patient appears to be a safe candidate 
for operation, this method of treatment is 
advised and instituted. Most patients in 
Group I are given a generous trial of med- 
ical and dietary management unless in- 
tractable symptoms referable to the car- 
diovascular system develop, in which case 
surgical measures are advocated. It is in 
Groups II and III, in patients under 50 
years of age and preferably under 40, who 
are unresponsive to medical and dietary 


peers 


OCTOBER, 1955 


management, that surgical treatment in 
the form of thoracolumbar sympathectomy 
has proved of greatest value, as is shown 
by the mortality figures in this series for 
the patients treated nonsurgically as com- 
pared to those treated surgically (Table 
2). In Group IV the poorest results are 
obtained with either surgical or nonsur- 
gical treatment or a combination of the 
two. Smithwick®» recommended operation 
on patients in Group IV if the renal func- 
tion is adequate; it is not always possible, 
however, to determine which patient will 
receive the maximum or the minimum 
benefit. In all probability, if operation 
were performed in Group I, the beneficial 


Fig. 2.—Patient placed on the operating table in lateral thoracotomy position (a), with the renal area 
over the kidney rest. Incision is made between the sixth and seventh ribs. Incision is then made (6) 
through the intercostal muscles between the sixth and seventh ribs. The sixth rib is severed at the 
costochondral junction and 7 inches (17.5 cm.) posteriorly. An area 1 cm. in diameter is removed 
from the rib at each end, which permits better reapposition and prevents intercostal neuritis. 
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Fig. 3.—Lung, deflated, retracted medially with Harrington retractors. An incision is made through 
the parietal pleura over the thoracic ganglion and trunk, beginning at the fourth thoracic and ex- 
tending to the diaphragm. The trunk is picked up with a nerve hook. 


results would be greater over the years, 
but in general it has not been my practice 
to recommend operation for these patients. 

As a result of careful selection of pa- 
tients for sympathectomy, the favorable 
results have greatly exceeded the unfavor- 
able. The period of hospitalization is 
three to four weeks, and early conva- 
lescence is obtained, permitting the patient 
to return to his occupation within two 
months. 

Technic of Operation.—The technic used 
for thoracolumbar sympathectomy which 
in my hands has produced the best clinical 
results with the fewest postoperative com- 
plications is done in two stages, usually 
from one to two weeks apart. The proce- 
dure is carried out with the patient in a 


lateral thoracotomy position,'! with a kid- 
ney rest under the renal area. Intratrach- 
eal anesthesia is always utilized, and a 
blood transfusion is begun routinely at the 
beginning of the operation. The thoracic 
ganglion and trunk from the fourth tho- 
racic to and including the twelfth thoracic 
ganglion, the greater, lesser, and least 
splanchnic nerves, the first and second 
lumbar ganglion and trunk and, in most 
instances, half of the celiac ganglion, are 
removed. This procedure is readily carried 
out through two incisions (Fig. 1), one 
through the bed between the sixth and 
seventh ribs and the second through a sub- 
costal incision first described by Adson and 
his associates? for the subdiaphragmatic 
sympathectomy that was _ utilized for 
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Fig. 4.—Thoracic trunk and ganglion removed from the fourth thoracic to and including the 

twelfth thoracic ganglion, along with the greater, lesser and least splanchnic nerves. The rami are 

clipped with neural clips to prevent oozing. The lung is permitted to reexpand. A moist towel is 
placed over the thoracic wound and the kidney rest elevated. 


many year in cases of peripheral vascular 
disease. By approaching the thoracic 
phase of the operation in the aforemen- 
tioned manner, a more thoroughgoing 
sympathectomy can be done, with fewer 
postoperative complications and less inter- 
costal neuralgia. This technic permits ade- 
quate exposure of the kidney and adrenal 
gland on each side, allowing removal of an 
adrenal tumor if one is present. Adequate 
exposure of the kidney makes it possible 
to take a renal biopsy specimen” if de- 
sired. This was done in 50 consecutive 
cases in this series. 

The chest is opened through an incision 
between the sixth and seventh ribs, begin- 
ning at the costal margin and extending 


posteriorly for a distance of 7 or 8 inches 
(17.5 to 20 cm.). The intercostal muscles 
are severed about midway between the 
sixth and seventh ribs, and the sixth rib 
is severed at the costal margin and the 
posterior end of the incision. A small frag- 
ment (1 cm. in length) of each end of the 
sixth rib is removed to permit better re- 
apposition of the rib as a flap on comple- 
tion of the thoracic phase of the operation 
(Fig. 2). The rib is turned upward, and 
chest retractors are applied. The lung is 
deflated; a moist pack is placed over the 
deflated lung, and the lung is then re- 
tracted to permit adequate visualization of 
the posterior medial area of the thoracic 
cavity. An incision is made in the parietal 





VOL. XXIV, NO. 4 


pleura over the thoracic chain and gan- 
glion, and the chain and ganglion are re- 
moved from the fourth to the twelfth 
thoracic, the greater, lesser, and least 
splanchnic nerves to the diaphragm (Fig. 
8). All divided rami are carefully clipped 
with neural clips (Fig. 4). The chest re- 
tractors are then removed, and the lung is 
permitted to reexpand. A moist towel is 
placed over the chest wound and allowed 
to remain there; the kidney rest is elevated 
and a second or subcostal incision is made, 
beginning 2 inches (5 cm.) lateral to the 
midline posteriorly and above the eleventh 
rib and extending down in a hockey stick 
fashion above the iliac crest (Fig. 5). The 
length of this incision depends on the mus- 
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culature of the patient. The subcostal lig- 
ament beneath the twelfth rib is severed, 
and the retroperitoneal space is opened. 
The renal fascia is also opened, and the 
kidney and adrenal gland are inspected 
and a renal biopsy specimen taken if de- 
sired (Fig. 6). The splanchnic nerves and 
thoracic chain are picked up at their points 
of emergence through the diaphragm. The 
retroperitoneal structures are retracted 
medially with Harrington retractors to 
permit access to the first and second lum- 
bar ganglions, which are removed, together 
with half the celiac ganglion on each side. 
The greater, lesser and least splanchnic 
nerves and the thoracic chain are pulled 
through the diaphragm, and the sympa- 


Fig. 5.—A subcostal incision (a) is made, beginning 2 inches (5 cm.) lateral to the midline of the 

back over the 11th rib and extending downward above the iliac crest, The length of the incision de- 

pends on the musculature of the patient. The retroperitoneal space is opened. The subcostal liga- 

ment of the twelfth rib is severed to permit better exposure. An incision is made in the renal fascia 

(6). The adrenal gland is exposed and examined to determine whether adrenal tumor is present. The 
kidney is inspected and a biopsy specimen taken if desired. 
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thectomy is complete (Fig. 7). Neural 
clips are applied to the rami where the 
ganglions are removed, to prevent oozing. 
The chest wound is closed, and the end of 
a catheter is allowed to remain in the tho- 
racic cavity. The intercostal muscles of 
the sixth and seventh ribs are sutured to- 
gether with chromic catgut. The pectoral 
fascia is closed with interrupted No. 2 cot- 
ton sutures, and the skin is closed with 
interrupted mattress sutures of silk. The 
catheter is aspirated and removed after 
closure of the pectoral fascia. The lumbar 
incision is closed in layers, cotton sutures 
being used to the fascia, catgut sutures to 
the muscles and interrupted silk sutures to 
the skin. 
Physiologic Effects of Thoracolumbar 
Sympathectomy.—The physiologic effects 
of thoracolumbar sympathectomy carried 
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out in the fashion just outlined have been 
described by Wilkins*» and others’? and 
may be summarized as follows: There is a 
modification of the reflex constriction of 
the arterial system in the denervated 
areas, and a variable lowering of the basal 
blood pressure level occurs. There is also 
an inhibition of reflex secretion of epine- 
phrine which is probably totally abolished 
or greatly diminished, and a stabilization 
of the blood flow through the denervated 
viscera is established. It is assumed that 
abolition of the overshoots of blood pres- 
sure should greatly lessen the mechanical 
stress and strain on the cardiovascular 
system and act to slow the progress of the 
disease, or at least to reverse the severity 
of it, thus increasing life expectancy. Such 
favorable effects occur in carefully selected 
patients subjected to thoracolumbar sym- 


Fig. 6.—Incision in the renal fascia closed with interrupted chromic catgut sutures (a). The celiac 
ganglion is dissected out and half of it is removed. Neural clips are placed on the medial part of the 
celiac ganglion (6). 
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Fig. 7—Lumbar chain and ganglion (a) are dissected out and picked up with nerve hook. A moderate- 

sized vein is shown, in the lower angle of the wound, passing from a psoas muscle to the vena cava. 

(These veins usually pass over the lumber sympathetic trunk; if injured, they can be a source of 

rather profuse bleeding. When encountered, they are ligated with neural clips or with fine cotton liga- 

tures.) First and second lumbar ganglion and trunk (b) are removed. Neural clips are placed on the 

rami of the ganglion and the greater, lesser and least splanchnic nerves, and thoracic ganglion and 
chain are pulled through the diaphragm. The chest and abdominal wounds are closed. 


pathectomy, and these results may be ex- 
pected to last for many years, independent 
of any change in the basal blood pressure 
level. ; 
Some observers'* have expressed the 
opinion that the decrease in epinephrine 
secretion may exert a favorable influence 
on the elaboration of a pressor substance 
by the viscera in response to the appear- 
ance of ischemia, if such a mechanism ex- 
ists in man. In all probability, the favor- 
able results derived from thoracolumbar 
sympathectomy are a combination of phys- 
iologic effects on the vascular system. 
Results of Surgical Treatment.—In this 
series of 114 patients treated by thora- 


columbar sympathectomy for essential 
hypertension and followed from two to 
twelve years, the mortality in the entire 
series was 21 per cent, as compared with 
a mortality rate of 47 per cent for 302 pa- 
tients who were given only medical treat- 
ment (Table 2). Twenty-four patients 
treated by thoracolumbar sympathectomy 
died during the two-year to twelve-year 
period (Table 5); 19 of these deaths were 
due to complications associated with the 
hypertensive state and 5 to unrelated 
causes. Eighty, or 70 per cent, of the 114 
patients treated by thoracolumbar sympa- 
thectomies returned to their normal activi- 
ties. 
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TABLE 1.—Mortality Rate for Patients with Essential Hypertension Treated 
Medically, from Representative Published Reports 





Author 


Number of Time Followed, Mortality 
Cases Years Rate, % 





Janeway (1913) 


244 5-10 81 





Keith, Wagner, and Barker (1939) 


219 5- 9 





H. Rasmussen and Boe (1945) 


100 





Palmer, Loofbourow, and Doering (1948) 


430 





Smithwick (1952) 


296 





Hendrick (1954) 


302 








TABLE 2.—Mortality Rates for 302 Nonsurgicl and 114 Surgical Patients with 
Hypertension—(2-12 Years) 





Nonsurgical Group (JWH) 


Surgical Group (JWH) 





No. of No. of 
Patients Deaths 


Mortality 
Rate, % 


Mortality 


No. of No. of 
Rate, % 


Patients Deaths 





66 10 


10 0 0 





124 58 


48 7 14 





64 40 


34 8 23 





48 35 


22 9 41 





24 21 








TABLE 3.—Effect of Thoracolumbar Sympathectomy on Retinopathy in 90 Patients 
Surviving Two to Fourteen Years 





Patients 


Systolic and diastolic pres- 
29 


sures reduced to normal 


Retinopathy 
Increased 
Patient 
9 


Retinopathy 
Improved 
Patient 
40 


% 
20 





Systolic and diastolic pres- 22 
sures reduced, but not to 


normal 


13 9 41 





Systolic and diastolic pres- 19 


sures increased 


14 76 





Table 3 indicates the effect of sympa- 
thectomy on retinopathy in the 90 patients 
who survived thoracolumbar sympathec- 
tomy from two to twelve years. Of the 49 
patients whose blood pressure levels were 
reduced to normal, 80 per cent showed im- 
provement in the retinopathy after the 
surgical procedure, and 20 per cent showed 
increased retinopathy. In 22 of the 90 
cases in which the blood pressure levels 
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were reduced, but not to normal levels, 
after thoracolumbar sympathectomy, the 
retinopathy decreased in 59 per cent and 
increased in 41 per cent. Of the 19 patients 
whose systolic and diastolic blood pressure 
levels became higher, only 24 per cent 
showed improvement in the retinopathy; 
76 per cent showed lack of improvement. 

It was observed in this series that the 
initial symptoms (dizziness, blurred vision, 
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headaches, precordial distress, fatigue and 
dyspnea) were reduced to a minimum after 
sympathectomy. In the 22 patients whose 
blood pressure levels were lowered, but not 
to normal, after thoracolumbar sympa- 
thectomy, the aforementioned symptoms 
were reduced in accordance. On the other 
hand, these symptoms diminished in ap- 
proximately only half of the 19 patients 
whose blood pressure levels became higher 
after the operative procedure. It was in 
this latter group that 5 patients had non- 
fatal vascular accidents. 

It was observed also in this series that 
the lowering of the basal blood pressure 
levels after thoracolumbar sympathectomy 
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varied considerably from patient to pa- 
tient. Obviously, the chief value of this 
operation is its effect on the blood pressure 
levels. It is readily apparent that patients 
whose basal blood pressure levels are low- 
ered to normal may live for long periods 
with practically no symptoms; hence their 
life expectancy is increased to approxi- 
mately normal. On the other hand, some 
patients whose blood pressure levels were 
not reduced to normal after thoracolumbar 
sympathectomy received temporary relief 
from symptoms, thereby having their life 
expectancies increased significantly. A 
small group of patients have increased 
basal blood pressure levels after sympa- 





TABLE 4.—Data on 90 Patients Living Two to Twelve Years After Thoracolumbar 
Sympathectomy: Number Having Residual Symptoms 





Dizziness 


I. 49 patients with 
blood pressure 
reduced to normal 


Blurring 
Vision 


Vascular 
Accident, 
But Non- 
fatal 
0 


Fatigue; 
Dyspnea 


Precordial 
Distress 


Headache 





Il. 22 patients with 
pressures reduced, 
but not to normal 


2 





19 patients with 
increased pressure 





Total (90 Patients) 








TABLE 5.—Fate of 112 Hypertensive Patients Treated by Thoracolumbar 
Sympathectomy Two to Twelve Years 





Number Per Cent 





Operative mortality 





Total number living 


79 





Returned to normal activity 


70 





Living but had nonfatal vascular accident 


4.5 





Deaths since operation 


21 





Cardiac disease 





Cerebral vascular disease 





Renal disease 





Pregnancy 





Carcinoma 





Perforated peptic ulcer 





Pneumonia 
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thectomy but remain relatively symptom- 
free so far as the disease is concerned.‘ 
This fact is illustrated by the following 
case reports. 


REPORT OF CASES 


CASE 1.—L. B., a man aged 45, was observed 
in 1945 with symptoms and history of hyper- 
tension of ten years’ duration. When first seen 
he was complaining of marked dizziness, 
blurred vision, severe occipital headaches, pre- 
cordial distress, fatigue and dyspnea on exer- 
tion. This patient had carefully followed 
medical management for several months, in- 
cluding sedation, a rice diet low in sodium, 
and limitation of all activities; his disease had 
become progressively worse, and he was cog- 


nizant of the fact that more definitive therapy - 


was needed to give him relief. He was classi- 
fied in Group III after complete examination, 
and it was-debated whether he would be a suit- 
able candidate for thoracolumbar sympathec- 
tomy. The patient and his family were ad- 
vised that the results of sympathectomy would 
probably be limited. The operation was car- 
ried out, however, and the patient returned to 
his activities after one month’s residence in 
the hospital and one month’s convalescence at 
home. The preoperative blood pressure in mil- 
limeters of mercury was 240 systolic and 160 
diastolic; under sedation this dropped to 210 
systolic and 120 diastolic. This patient has 
been carefully reexamined yearly by all pre- 
operative methods of examination, since the 
operation. At the time of writing, eight years 
later, he is managing a large business enter- 
prise; his preoperative symptoms have en- 
tirely disappeared, and the retinopathy has 
improved, as have the electrocardiographic 
tracing and roentgenogram of his heart in 
spite of the fact that the blood pressure level 
remains 200 systolic and 120 diastolic. This 
case presents a contrast to Case 2. 

CASE 2.—J. E. B., age 12 years, the young- 
est patient observed in this series, was seen 
in 1945 with marked hypertensive cardiovas- 
cular disease and a resting blood pressure level 
of 248 systolic and 140 diastolic, and complain- 
ing of severe headaches, dizziness, dyspnea 
and blurred vision. The symptoms had been 
present for two years, during which time he 
had been under active medical management, 
including sedation, a low sodium diet and 
postassium thiocynate therapy. The disease, 
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however, had progressed in spite of these 
measures. He was classified in Group III. 
Thoracolumbar sympathectomy was advised 
because of the unsatisfactory response to med- 
ical management and the progressiveness of 
the disease. This patient has been followed 
closely and checked thoroughly at yearly inter- 
vals, and at the time of writing has success- 
fully completed his college education at the age 
of 20. During his college career he partici- 
pated in athletics, was a member of the bas- 
ketball team and graduated in the upper third 
of his class. He has no symptoms whatsoever 
referable to essential hypertension. His blood 
pressure is 130 systolic and 80 diastolic. 

CASE 3.—A woman aged 18 had been hyper- 
tensive for a known period of three years. The 
disease had progressed sufficiently to prevent 
her from graduating from high school. She 
was extremely nervous. Tachycardia, blurred 
vision, precordial distress and dizziness were 
present. She had been under active medical 
management, including the use of various new 
drugs, sedation, a low sodium diet and rest, 
but in spite of these measures the symptoms 
and the blood pressure level had increased. At 
the time of initial examination the resting 
blood pressure level was 240 systolic and 150 
diastolic; under sedation it decreased to 190 
and 110 respectively. She was classified in 
Group III. A bilateral thoracolumbar sym- 
pathectomy was performed in two procedures 
at ten-day intervals. Two months later the pa- 
tient had resumed her high school studies. At 
the time of writing she is symptom free, with 
a systolic pressure of 120 and a diastolic 
pressure of 70. There is no evidence of cardio- 
vascular-renal symptoms, and she may be con- 
sidered a normal person. 


Unfavorable Secondary Effects from 
Thoracolumbar Sympathectomy. — Minor 
complications have occurred in 25 to 30 
per cent of the patients in this series who 
underwent thoracolumbar sympathectomy 
for essential hypertension.’ These include 
intercostal neuritis, postural hypotension, 
tachycardia, hyperhidrosis and accentua- 
tion of the vasomotor phenomenon of the 
undenervated areas. Also, some patients 
are disturbed by mild gastrointestinal 
problems, and theoretically there may be 
some derangement of the sexual function 
in the male. 

Approximately 20 per cent of the pa- 
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tients in this series were troubled with 
intercostal neuralgia in the postoperative 
period. This is usually observed after any 
thoracic operation and probably is brought 
about by irritation of the intercostal 
nerves resulting from trauma to the ribs 
and structures within the chest. The sym- 
pathectomy may present an additional 
factor. This complaint usually disappears 
by the time the patient is discharged from 
the hospital. It has been necessary in some 
cases to inject the intercostal nerve above 
and below the chest incision; in others, 
relief follows simple measures such as the 
administration of codeine and acetylsalicy- 
lic acid. The same patients frequently have 
a dull pain in the anterior surface of the 
thigh, extending to the knee. This com- 
plaint has also been noted after lumbar 
sympathectomy for peripheral vascular 
disease. It usually disappears within three 
to four weeks after the operation. 
Postural hypotension was usually pres- 
ent in varying degrees after thoracolum- 
bar sympathectomy in most of the cases 
in this series, and it was observed that per- 
manent results following sympathectomy 
were more satisfactory, from the stand- 
point of reduction of blood pressure levels, 
when postoperative postural hypotension 
was most marked. It is my general prac- 
tice to bandage the legs of all sympathec- 
tomy patients snugly from instep to knee, 
and in some cases to include the thigh, 
immediately after the first stage of the 
operative procedure. After the second 
stage, the patient is fitted with a snugly 
fitted abdominal girdle. A sponge rubber 
pad is used beneath the girdle. The girdle 
and leg bandages are always applied before 
the patient is permitted to sit up after the 
surgical procedure; otherwise there is dan- 
ger of his falling on his face. Postopera- 
tive postural hypotension is produced by 
the pooling of blood in the abdomen and 
lower extremities when the patient is in an 
upright position; the abdominal support 
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and leg bandages prevent this from occur- 
ring. When the patient is allowed to re- 
turn to his home, he is advised to continue 
wearing the abdominal support and leg 
bandages until it is determined that he can 
safely go without them, which usually 
takes three to six months. The leg band- 
ages may be replaced by elastic stockings, 
which are more comfortable and more 
easily cared for. 

For several weeks after thoracolumbar 
sympathectomy, if the patient assumes an 
upright position quickly, tachycardia may 
result. This occurred in 10 to 15 per cent 
of this series; it is annoying and rather 
frightening to the patient until its cause 
is explained. This condition is produced 
by a marked lowering of the blood pres- 
sure level when an upright position is as- 
sumed quickly and occurs even though the 
patient wears a snug abdominal support 
and leg bandages. This is more marked in 
patients in Groups III and IV, but usually 
disappears several weeks after the surgi- 
cal procedure. 

A very annoying and uncomfortable con- 
dition resulting from thoracolumbar sym- 
pathectomy is hyperhidrosis of the un- 
denervated areas,’® especially in warm cli- 
mates in the summer. The upper portion 
of the body, including the chest, neck, face 
and arms, of a patient who has been sub- 
jected to sympathectomy shows an in- 
creased tendency to perspire after sympa- 
thetic denervation of the lower portion 
of the body. Various medical measures 
have been used to relieve this condition: 
banthine has been found useful. 

Some few patients complain of disturb- 
ances of the gastrointestinal tract after 
thoracolumbar sympathectomy, which is 
manifested by abdominal cramps in vary- 
ing degrees, constipation or, in rare cases, 
diarrhea. Three or 4 patients in this series 
had an ulcer syndrome after sympathec- 
tomy. All these symptoms disappear with- 
in a few weeks after the administration of 
phenobarbital and a belladonna derivative. 
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For some years it has been the consen- 
sus that some derangement of the sexual 
function in the male, in the form of loss 
of ejaculatory power and sterility, would 
result from thoracolumbar sympathectomy 
for essential hypertension!’ or peripheral 
vascular disease. In this series no disturb- 
ances of potency developed after the sur- 
gical procedures, either in the male or in 
the female. 

Contraindications to Sympathectomy for 
Essential Hypertension.—On the basis of 
my experience with essential hypertension, 
thoracolumbar sympathectomy is not ad- 
visable for the following persons: Most pa- 
tients in Group IV; patients who have had 


a cardiovascular accident; men over 50. 


years of age; patients with severe anginal 
symptoms, unsatisfactory urea clearance 
and moderate renal damage; and patients 
whose resting diastolic blood pressure level 
is 140 mm. of mercury or higher. The best 
results in this series were obtained in some 
few cases of Group I but more in Groups 
II and III.'* It would seem that a surgical 
procedure of this magnitude would be un- 
necessary for Group I patients, and it has 
been my contention that such patients 
could be managed medically with satisfac- 
tory results. This series, however, shows 
10 deaths, or a 15 per cent mortality rate, 
associated with the hypertensive state in 
66 patients in Group I from two to twelve 
years. Considering these results in com- 
parison to the low morbidity rate, the hos- 
pital mortality rate and the fewer residual 
symptoms following thoracolumbar sym- 
pathectomy, it might be well to consider 
operation more seriously for Group I pa- 
tients unless it can be proved that the new 
hypotensive drugs can be depended upon 
to give permanent relief. 

For most patients in Groups II and III 
it is necessary to utilize some form of de- 
finitive treatment in additon to medical 
management, and, up to this time, surgical 
management has given the most favorable 
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results. The poorest results in this series 
were obtained in Group IV patients; how- 
ever, those patients had severe involve- 
ment, and any relief from cardiovascular 
symptoms obtained was definitely of sig- 
nificant advantage to the patient. It is 
advisable to sympathectomize hypertensive 
patients before their disease progresses to 
the Group IV stage. 

Pregnancy Following Sympathectomy. 
—Five patients have become pregnant 
after sympathectomy. Three of these were 
in the group whose blood pressure levels 
returned to normal after sympathectomy ; 
these 3 were delivered normally at term, 
and the blood pressure level rose to 220 
systolic and 180 diastolic in only 1 of the 
3 during pregnancy ; it returned to normal 
after delivery and has remained so 
throughout two subsequent pregnancies. 

Two patients classified in Group III ac- 
cording to eyeground studies, with rather 
advanced hypertension prior to sympa- 
thectomy, died during the later months of 
pregnancy. Neither of these patients had 
normal blood pressure levels after the sur- 
gical procedure; the level of one, however, 
showed a significant reduction. This pa- 
tient was a 34-year-old woman who had a 
history of essential hypertension for eight 
years prior to the operation. During five 
of the eight years she had been under care- 
ful medical management, with limited re- 
sults; at the time of sympathectomy the 
blood pressure level was 240 systolic and 
140 diastolic; renal damage was demon- 
strable by laboratory tests, and dizziness, 
precordial distress, blurred vision, dysp- 
nea and occipital headaches were present. 
After sympathectomy the clinical symp- 
toms disappeared but the blood pressure 
level remained 170 systolic and 110 dias- 
tolic. Three years after sympathectomy 
this patient became pregnant. During the 
eighth month of gestation there developed 
marked dizziness, headaches, precordial 
distress and blurred vision, and elevation 
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of the blood pressure level to 200 systolic 
and 160 diastolic. Her obstetrician was 
considering terminating the pregnancy 
when the patient suffered a fatal cardio- 
vascular accident. 

The second patient who died during 
pregnancy was 28 years old and had been 
known to be hypertensive for four years 
prior to sympathectomy. She had been 
under various forms of medical manage- 
ment with a continuation of her symptoms 
and an increase in the basal blood pressure 
level, which was 200 systolic and 120 dias- 
tolic at the time of operation. After the 
operative procedure this patient became 
clinically asymptomatic, but the blood 
pressure returned to the preoperative 
level, and at the end of two and one-half 
years after sympathectomy she became 
pregnant. After five months she showed 
symptoms of toxicity, with a gradual in- 
crease in the blood pressure level. She 
died shortly thereafter of toxemia of preg- 
nancy, with the blood pressure level ele- 
vated to 260 systolic and 180 diastolic. 


CONCLUSION 


Hypertension, in its various forms, is 
one of the most frequent diseases encoun- 
tered in the adult population of the United 
States today. Essential hypertension pro- 
duces twice as many deaths annually as 
does cancer. The cause of essential hyper- 
tension is unknown, but it is agreed that 
there is a constriction of arterioles to 
bring about this condition. 

In the author’s series, two groups of 416 
hypertensive patients were followed for 
two to twelve years. They are classified 
according to the results of eyeground stud- 
ies. One group of 302 patients was treated 
entirely by medical measures, with a mor- 
tality rate of 47 per cent. The second 
group, composed of 114 patients, was 
treated by thoracolumbar sympathectomy, 
with a mortality of 21 per cent. 
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It is concluded that operation should be 
considered for patients of Groups I, II and 
III, if they are in a safe age group, have 
adequate renal function and have not suf- 
fered a cardiovascular accident. Patients 
in Group IV with adequate renal function 
who have not suffered a cardiovascular 
accident or do not respond to adequate 
medical treatment should be sympathecto- 
mized. 


RESUME 


L’hypertension sous ses diverses formes 
est aujourd’hui |’une des affections les plus 
fréquentes parmi la population adulte des 
Etats-Unis. L’hypertension essentielle 
provoque deux fois plus de décés chaque 
année que le cancer. On ne connait pas la 
cause de cette affection, mais on admet le 
role de la constriction des artérioles. 

Deux groupes de 416 malades ont été 
suivis de deux a douze ans. Ils sont classés 
par rapport aux résultats des examens du 
fond de I’oeil. Les 302 malades du premier 
groupe ont été traités exclusivement par 
des méthodes conservatrices, avec un taux 
de mortalité de 47%. Les 114 malades du 
second groupe ont subi une sympathecto- 
mie thoraco-lombaire, avec une mortalité 
de 21%. 

L’auteur conclut que l’opération devrait 
étre envisagée pour les malades des 
groupes I, II et III ayant une bonne fonc- 
tion rénale et n’ayant pas présenté d’acci- 
dent cardiovasculaire. Les malades du 
groupe IV devraient subir une sympathec- 
tomie. 


RIASSUNTO 


L’ipertensione, nelle sue varie forme, é 
oggi una delle malattie pit’ frequenti nella 
popolazione adulta degli Stati Uniti. L’iper- 
tensione essenziale causa, ogni anno, il 
doppio delle morti prodotte dal cancro. La 
causa dell’ipertensione essenziale é tuttora 
sconosciuta, ma é idea comune che alla 
base di essa stia uno spasmo delle arte- 
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riole. Nella serie qui studiata, due gruppi 
di 416 ipertesi, divisi in base ai risultati 
dell’esame del fundus, vennero seguiti per 
periodi di tempo varianti da 2 a 12 anni. 
Un gruppo di 302 pazienti vennero trattati 
con cure esclusivamente mediche, e si ebbe 
una mortalita del 47%. I] secondo gruppo 
di 114 pazienti fu curato mediante la sim- 
patectomia lombare, con una mortalita del 
21%. Si conclude che tale intervento pud 
esser preso in considerazioni per pazienti 
dei gruppi I° e II°—ed anche del III° se 
essi siano in eta adeguata, abbiano una 
buona fuzione renale e non abbiano sof- 
ferto di episodi cardio-vascolari. Potreb- 
bero pure essere sottoposti a simpaticecto- 
miaquei pazienti del IV° 
abbiano una buona funzione renale, non 
abbiano sofferto episodi cardiovascolari e 
non rispondano ad un’appropriata terapia 
medica. 


RESUMEN 


La hipertensi6n, en sus diversas formas, 
es uno de los padecimientos mas frecuentes 
encontrados en la poblacién adulta de los 
Estados Unidos. La hipertensién esencial 
produce el doble de las muertes producidas 
por el cancer. La causa de la hipertensi6n 
se desconoce, pero existe acuerdo en que 
la vasoconstriccién produce este padeci- 
miento. 

Se comentan dos grupos de 416 pacientes 
con hipertensién, observados de dos a doce 
afios. Dichos pacientes fueron clasificados 
de acuerdo con los estudios de fondo de ojo 
ocular. Un grupo de 302 pacientes fué 
tratado unicamente por recursos médicos, 
con una mortalidad de 47 por ciento. El 
segundo grupo, de 114 pacientes fué tra- 
tado por sinpatectomia t6éracolumbar, con 
una mortalidad de 21 por ciento. 

Se concluye que la operacién debe con- 
siderarse para los pacientes de los grupos 
I., II. y III, si se encuentran dentro de 
cierta edad, poseen una funcién renal ade- 
cuada y no han padecido accidentes cardio- 


gruppo che’ 
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vasculares. Los pacientes del grupo IV. 
que no han padecido dichos accidentes, 
tienen una funcién renal adecuada y si no 
responden al tratamiento médico deben ser 
sinpatectomizados. 


SUMARIO 


A hipertensao, em suas varias formas, é 
atualmente uma das mais frequentes mo- 
léstias encontradas na populacao adulta 
dos Estados Unidos. A hipertensao essen- 
cial produz anualmente o dobro de mortes 
acarretadas pele cancer. A causa da hiper- 
tensao essencial é desconhecida, mas con- 
corda-se quanto a haver uma constriccaéo 
das arteriolas, provocando esta afeccao. 

Nas séries aqui discutidas foram acom- 
panhados dois grupos de 416 pacientes 
durante periodos de dois a doze anos. Tais 
pacientes foram classificados de acdrdo 
com os resultados dos estudos de fundo de 
olho. Um grupo de 302 pacientes foi tra- 
tado interiamente por meios médicos, com 
mortalidade de 47%. O segundo grupo, 
composto de 114 pacientes, foi tratado pela 
simpatectomia toracolumbar, com mortali- 
dade de 21 por cento. 

Chegou-se 4 conclusio que a operacao 
deve ser considerada para os pacientes dos 
grupos I, II, e III, caso se encontrem em 
grupo de idade conveniente, tenham fun- 
cao renal adequada e nao tenham sofrido 
acidente cardiovascular. Os pacientes do 
grupo IV, com fungao renal adequada, que 
nao tenham sofrido acidente cardiovascu- 
lar ou nao respondam ao tratamento medi- 
co adequado devem ser simpatectomizados, 


ZUSAM MENFASSUNG 


Der Bluthochdruck in seinen verschie- 
denen Formen gehért zu den hiufigsten 
Erkrankungen, unter denen die erwach- 
sene Bevélkerung in den Vereinigten 
Staaten heute zu leiden hat. Es sterben 
jahrlich doppelt so viele Menschen am es- 
sentiellen Hochdruck wie am Krebs. Die 
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Ursache des Hochdrucks ist unbekannt, 
man nimmt aber allgemein an, dass eine 
Verengung der Arteriolen zu der Erkran- 
kung fiihrt. 

In der vorliegenden Arbeit wird tiber 
zwei Gruppen von insgesamt 416 Kranken 
mit Hochdruck berichtet, die tiber einen 
Zeitraum von zwei bis zwélf Jahren beo- 
bachtet wurden. Ihre Klassifizierung er- 
folgt auf Grund von Augenhintergrund- 
suntersuchungen. Die eine Gruppe von 
302 Kranken wurde ausschliesslich mit 
internen Mitteln behandelt und wies eine 
Sterblichkeitsquote von 47% auf. Die 
zweite Gruppe der restlichen 114 Patien- 
ten wurde mit thorakolumbaler Sympa- 
thektomie behandelt und ergab eine Ster- 
blichkeitsziffer von 21%. 

Es wird der Schluss gezogen, dass die 
Operation fiir Kranke der Gruppen I, II 
und III in Betracht gezogen werden sollte, 
sofern das Alter des Kranken es gestattet, 
eine ausreichende Nierenfunktion vor- 
liegt und keine kardiovaskuliren Anfalle 
aufgetreten sind. Kranke der Gruppe IV 
sollten einer Sympathektomie unterzogen 
werden, wenn die Nierenfunktion aus- 
reichend ist und keine Kreislaufanfalle 
stattgefunden haben, oder wenn sie auf 
angemessene interne Behandlung nicht 
reagieren. 
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The city that I remember, the Berlin of the eighties, was rugged and gray. But 
it had nothing forbidding in its aspect, rather an air of homely and familiar com- 
fort. There were few private houses, but people lived in their apartments in large, 
airy rooms with tall French windows and neat white tile ovens. The streets were 
monotonous in appearance but admirably clean. There were no posters, no public 
advertisements except upon the pillars erected for that purpose, the traffic of horse- 
cars, omnibuses, and cabs was orderly and convenient. The cabs, driven by red- 
faced, loquacious cabbies in blue-caped coats and top-hats, were cheap. My father 
and mother, though far from rich, used them constantly, and I remember being driven 
for hours through the black-draped city on that icy day in 1888 on which the old 
emperor’s body lay in state in the cathedral. 

My earliest glimpses of beauty are characteristic of the city. One was the win- 
dows of the Royal Porcelain Works on the Leipziger Strasse. With all the exquisite 
sensitiveness of childhood I saw those wonderful little figures and their porcelain 
veils and draperies and delicately molded forms. They were so tiny and yet so 
perfect, and they thrilled me far more than Rauch’s equestrian statue of the great 
Frederick or the chariot of victory over the city gate. The latter were dutifully im- 
pressed upon me by my father; my mother let me stand and gaze my fill before the 
windows of the porcelain shop. . . . But the great sight to me, which I never saw 
without a lifting of the heart, was a certain public square. One walked or drove 
through a short street in which villas stood in gardens; at the end of the street one 
came upon the square quite suddenly. To that moment L always looked forward; 
the sensation was like the sudden crash of an orchestra. For the square spread out 
with an airiness, a fine and noble amplitude of shape and proportion, a grace and 
majesty at once that I despair of rendering into words. I have seen nothing like it 
since. Perhaps it seemed finer to my childish eyes than it was or is; but I am 
willing to yield to that old vision as a true one, since the seat of beauty is after all 
in the beholding mind... . 

—Lewisohn 





Cesarean Section: Progressive Trends 


A Fifteen-year Survey 


FARRIS W. COGGINS, M.D. 
OKLAHOMA CITY, OKLAHOMA 


HE problem of cesarean section is 
Tone of increasing interest and promi- 

nence during recent years, owing to 
the introduction of new agents to combat 
infection, improved supportive measures, 
better anesthesia and standardization of 
surgical technic. Eastman! estimated that 
about 2 per cent of all American women 
are delivered by abdominal section. 
D’Esopo? (Sloane Hospital), in 1950, 
stated: “One of the most important 
changes taking place in obstetric practice 
is indicated by the trend of substituting 
the cesarean section operation for the more 
formidable, traumatizing vaginal delivery. 
Obviously this change is being effected 
only in proportion to the increasing safety 
of the operation.” 

Abdominal delivery is apparently util- 
ized most extensively on the West Coast 
and least in the South. Current statistics 
indicate a variation from 0.65 to 9.7 per 
cent, according to a survey by Williams, 
Moseley, and Whicker? from Atlanta, 
Georgia, in 1954. Nearly all reports show 
the private patient to be delivered more 
often via the abdomen than the charity or 
ward patient. 

St. Anthony Hospital is a 450-bed open 
staff general hospital that has averaged 
3,500 deliveries per year for the past five 
years. About 15 per cent of the women 
are charity patients delivered by the house 
staff under supervision of the attending 
staff. Another 15 per cent are delivered by 
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general practitioners. The remaining 70 
per cent are delivered by obstetricians. 

A survey of cesarean sections performed 
during the past fifteen years has been 
made, with division of this period into five- 
year intervals for easier comparison. The 
study includes 1,605 cesarean sections and 
is consecutive, including all cases. 

Incidence.—There were 1,605 cesarean 
sections performed among 38,955 deliver- 
ies, with an overall incidence of 4.1 per 
cent. Chart 1 shows an increasing inci- 
dence, from 2.9 per cent during the first 
five years to 5 per cent during the last five 
years, with a slight decline in incidence 
for the last four years. A comparison with 
the overall average of ten leading mater- 
nal centers listed by D’Esopo? in 1950 
shows that their average incidence was 4.9 
per cent. 

Types of Operation.—The low cervical 
cesarean section has become the operation 
of choice in most cases. Chart 2 shows a 
gradual increase in incidence to 93.8 per 
cent during the last five years, with a con- 
comitant decrease in classic section from 
10.7 per cent to 4.8 per cent. A marked 
decrease in the incidence of extraperito- 
neal cesarean section, with none performed 
for the past five years, is the logical result 
of better intrapartum care and the advent 
of antibiotic therapy. The grossly infected 
patient with prolonged labor has been 
seen but rarely in recent years. The inci- 
dence of cesarean hysterectomies has re- 
mained relatively constant, the overall 
incidence for the fifteen-year period being 
1.6 per cent. Williams and Hollenback‘ 
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Chart 1.—Incidence of cesarean section at 
St, Anthony Hospital, 1939-1953. 


report an incidence of 1.5 per cent. 
Indications.—Chart 3 represents a com- 
parative study of condensed indications 
for cesarean section. In tabulating the in- 
dications, the primary indication for the 
operation is recorded. When previous ce- 
sarean section had been performed, this 


was tabulated as the indication, regardless 
of other conditions that might have been 
present. Cephalopelvic disproportion ac- 
counted for the largest incidence and in- 
cludes the cases of all patients with either 
normal or contracted pelves. The inci- 
dence, however, has decreased from 40.4 
per cent during the first period to 33.1 per 
cent during the last period. The incidence 
of repeated sections has risen from 8.8 
per cent to 29.2 per cent. It is true that, 
in general, most deliveries following an 
initial cesarean section were done by re- 
peat section, but not all of them were 
treated in this way. The overall incidence 
of hemorrhage, which includes both abrup- 
tio placentae and placenta praevia, has 
remained almost mathematically constant 
at 20 per cent throughout the fifteen years. 
The most outstanding decrease in inci- 
dence of any indication was in toxemia, 
with a downward progression from 19.2 
per cent to 6.8 per cent during this period. 
Patients with preeclampsia or eclampsia 
were treated medically, and it was only 
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when preeclampsia was considered pro- 
gressive in spite of all medical treatment 
that cesarean section was _ performed. 
With the advent of improved methods of 
inducing labor this figure may continue 
to decline, but it will not disappear. Other 
indications not listed individually included 
malpresentation, which accounted for 1.5 
per cent of all sections and remained rela- 
tively constant throughout. Diabetes ac- 
counted for 1.7 per cent, leiomyomas for 
1.3 per cent and primiparous breech pres- 
entation for 1.2 per cent. The overall in- 
cidence of sections for prolapse of the cord 
was 0.7 per cent. Four postmortem sec- 
tions were performed during the survey. 

Anesthesia. — There has been a steady 
trend toward the use of spinal anesthesia 
for cesarean sections, with a subsequent 
moderate decrease in the incidence of in- 
halation anesthesia and a rapid diminution 
in the use of local anesthesia. All anes- 
thesia was induced by a certified physician 
anesthetist or by members of the house 
staff under the supervision of the attend- 
ing staff. Inhalation anesthesia consisted 
predominantly of the use of cyclopropane 
as the anesthetic agent. Pontocaine has 
been used almost routinely during the last 
five years for spinal anesthesia, given by 
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Chart 2.—Types of cesarean section at 
St. Anthony Hospital, 1939-1953. 
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the single injection method with 22-gauge 
to 24-gauge needles. Local anesthesia, 
with 1 per cent procaine hydrochloride as 
the anesthetic agent, has been reserved for 
patients in whose cases other anesthetic 
agents were contraindicated. Chart 4 il- 
lustrates the decline of inhalation anes- 
thesia from 64.2 per cent during the first 
period to 43.6 per cent during the past 
five years, with a rapid rise in the use of 
spinal anesthesia from 8.1 to 54.2 per cent. 
Local anesthesia, used in 27.3 per cent of 
all cases during the first five-year period, 
was utilized in only 1.5 per cent during the 
last period. Caudal anesthesia was not 
used, and pentothal was used in only 6 
cases in this survey. 

Fetal Mortality. — In a review of the 
literature, there is a surprising discrep- 
ancy in the standards used by various 
authors of infant mortality studies. Some 
reports are based on term babies weighing 
2,500 Gm. or more; others on 1,500 Gm., 
and some use 1,000 Gm. Adair® suggested 
750 Gm. as the weight limit between pre- 
viability and viability. Edith L. Potter,® 
in her Symposium on Perinatal Mortality 
in San Francisco, June 1954, stated: “At 
the Chicago Lying-in Hospital, we have 
used 400 grams as a dividing line between 
an abortion and a birth because this is 
the average weight of a fetus at the fifth 
month. Ten days has been used as the 
upper limit of survival time because, until 
recently, this has been the veriod of stay 
of all mothers in this hospital.” 

In this survey, all fetal deaths after five 
months gestation have been recorded. 
During the first ten years of the survey, a 
thirty-day neonatal period was used to 
calculate fetal mortality. For uniformity, 
this standard has been used throughout the 
report. As a result of these rather wide 
boundaries, the fetal mortality rate, at 
first glance, assumes a rather somber look. 
Chart 5 shows a rapid decrease in neonatal 
deaths among term babies, from 4.6 per 
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Chart 3.—Indications for cesarean section at 
St. Anthony Hospital, 1939-1953. 
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Chart 4.—Anesthesia for cesarean section at 
St. Anthony Hospital, 1939-1953. 


cent in the first period to 0.6 per cent in 
the last. Neonatal deaths among prema- 
ture babies has decreased more gradually 
from 7.3 per cent to 5 per cent. The inci- 
dence of stillbirth in cesarean section has 
remained relatively stable during the fif- 
teen-year period — 3.1 per cent, 4.3 per 
cent, and 2.7 per cent. Admittedly, this 
gross fetal mortality rate is rather high. 
However, as was pointed out in D’Esopo’s? 
study of fetal deaths, in many of these 
cases the cause of death was inherent in 
the maternal complication for which the 
operation was performed. 

Maternal Mortality.—During the entire 
fifteen-year period there were 12 maternal 
deaths following cesarean section. The 
accompanying table reveals a declining 
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Chart 5.—Perinatal mortality in cesarean section 


at St. Anthony Hospital, 1939-1953. 


incidence from 1.5 per cent in the first 
period to 0.4 per cent in the last period, 
with a similar decline in maternal death 
rate in all deliveries from 0.15 per cent to 
0.05 per cent. A number of maternal cen- 
ters, including the Chicago Lying-in Hos- 
pital,’ Sloane Hospital,® and the New York 
Hospital? have reported over 1,000 consec- 
utive cesarean sections without a maternal 
death attributable to the operation. Un- 
questionably, cesarean section has become 
and is becoming a safer procedure than it 
once was. 


SUMMARY AND CONCLUSIONS 


1. A survey of 1,605 cesarean sections 
performed during the fifteen-year period 
from 1939 through 1953 is presented. 

2. An increase in incidence from 2.4 to 
4.5 per cent during the time surveyed is 
noted, with an average incidence of 4.1 
per cent. 

3. The indications most frequently 
noted were cephalopelvic disproportion, 
previous cesarean section, hemorrhage and 
toxemia. The cases were divided into 
three periods, showing an increasing inci- 
dence of section because of previous sec- 
tion, and a decreasing incidence of section 
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for toxemia. 

4. There has been a steady increase in 
low cervical section from 84.2 to 93.8 per 
cent, with a constant decrease in the clas- 
sic type. The incidence of Porro cesarean 
section has remained about constant, with 
an overall incidence of 1.7 per cent. 

5. There have been 12 maternal deaths, 
with an overall maternal mortality rate of 
0.74 per cent. During the past five-year 
period this figure has decreased to 0.47 
per cent, with no maternal deaths during 
the past two years. 

6. There has been a steady increase in 
the incidence of spinal anesthesia. 

7. The gross fetal mortality rate has 
consistently declined, with a rapid decline 
in neonatal deaths of term babies, a grad- 
ual decline in premature babies and a rel- 
atively stable incidence of stillbirth. 


RESUME 


1. Un resumé de 1605 operations cesa- 
reenns est présenté, qui étaient executées 
pendant la periode de 15 ans de 1939 a 
1953. 

2. Un accroissement de l’occurence de 
2.4% a 4.5% est observe pendant cette 
periode avec l’occurence moyenne de 4.1%. 

8. Les indications mentionnées le plus 
frequemment étaient: Disproportion ceph- 
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alo-pelvienne, operation cesaréenne précé- 
dente, hemorrhagie et toxémie.—Le nom- 
bre des cas est partage en 3 periodes 
montrant un accroissement du nombre 
d’opérations a cause d’opération précé- 
dente et une réduction des cas de toxémie. 

4. On note un accroissement continu 
d’opérations cervicales de 84.2% a 93.8% 
et une réduction continue du type clas- 
sique. D’incident de l’opération césaréen- 
ne de Porro est resté 4 peu prés contante 
a 1.7%. 

5. Il y avait 12 cas de mort maternelle, 
ce qui signifie une mortalité totale de 9.7%. 
Pendant la periode des derniéres 5 années 
ce chiffre est tombé 4 0.47% et pas de 
mort maternelle depuis 2 ans, 

6. L’anesthésie spinale fut employée de 
plus en plus. 

7. La mortalité foetale a déclinée con- 
tinuellement, celle des bébés nésa terme 
tombant rapidément, des bébés prematures 
graduellement et l’incident des enfants 
morts nés est resté rélativement stabile. 


ZUSAM MENFASSUNG 


1. Es wird die kritische Untersuchung 
einer Serie von 1605 Kaiserschnitt-Opera- 
tionen vorgelegt, die in der Zeit von 1936 
bis 1953 ausgefuehrt wurden. 

2. In diesem Zeitraum wurde ein An- 
stieg der Haeufigkeit der Operationen von 
2,4 auf 4,5 Prozent mit einem Durch- 
schnitt von 4,1 Prozent festgestellt. 

3. Die haeufigsten Indikationen waren 
Missverhaeltnis zwischen Groesse des 
kindlichen Kopfes und des miitterlichen 
Beckens, vorangegangene Kaiserschnitte, 
Blutungen und Toxaemie. Bei Einteilung 
der Serie in drei Zeitabschnitte liess sich 
ein Anstieg der Haeufigkeit des Eingriffs 
wegen vorangegangenen Kaiserschnitts 
und ein Absinken wegen Toxaemie fest- 
stellen. 

4. Der tiefe zervikale Kaiserschnitt 
nahm staendig an Haeufigkeit zu (von 
84,2% auf 93,8%), waehrend die klas- 
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sische Form der Operation staendig ab- 
nahm. Die Haeufigkeit der Anwendung 
des Porroschen Kaiserschnitts blieb ziem- 
lich unveraendert mit einem allgemeinen 
Durchschnitt von 1,7%. 

5. Tod der Mutter trat zwoelfmal ein, 
was einer durchschnittlichen miitterlichen 
Sterblichkeit von 9,7% entsprach. Diese 
Ziffer sank waehrend der letzten fuenf 
Jahre auf 0,47%, und in den letzten zwei 
Jahren kam ueberhaupt kein miitterlicher 
Todesfall zur Beobachtung. 

6. Die Haeufigkeit der Spinalnarkose 
ist in staendigem Anwachsen. 

7. Die allgemeine Sterblichkeit der 
Frucht zeigt einen staendigen Abstieg. 
Das Absinken der Todesfaelle ausgetra- 
gener Neugeborener vollzog sich sehr 
rasch, bei Fruehgeborenen war nur ein all- 
maehlicher Abstieg zu beobachten, und das 
Vorkommen von Totgeburten blieb ziem- 
lich unveraendert. 


RIASSUNTO 


1. Vengono riferiti i risultati ottenuti 
in 1605 tagli cesarei eseguiti in 15 anni 
(1939-1953) . 

2. Nel periodo esaminato vi fu un au- 
mento della frequenza dal 2,4 al 4,2% 
con una media del 4,1%. 

8. Le indicazioni principali furono: 
sproporzione cefalo-pelvica, precedente ce- 
sarizzazione, emorragie, tossiemia. Negli 
ultimi periodi vi fu un aumento nelle indi- 
cazioni per cesarizzazione precedente e una 
diminuzione in quelle per tossiemia, 

4. Vi fu un sensibile aumento di incisi- 
oni basse (da 84,2 a 93,8%) e una costante 
diminuzione di quelle classiche. 

5. Vi furono 12 casi complessivi di 
morte materna (9,7%), mentre negli ulti- 
mi 5 anni la percentuale diminui fino al 
0,47% e negli ultimi 2 anni non vi furono 
casi di morte. 

6. Si fece un sempre maggior uso dell- 
’anestesia rachidea. 

7. La mortalita fetale fu in costante 
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diminuzione, particolarmente per i neonati 
a termine, meno per i prematuri. I] nu- 
mero dei nati morti fu pressoché stazio- 
nario, 

RESUMEN 


1. Se presenta una revisiOn de 1,605 
cesareas realizades en un periodo de quince 
anos, de 1939 a 1953. 

2. Se sefiala un aumento de frecuencia 
de 2.4 a 4.5 por ciento durante el tiempo 
mencionado, con una indicidencia prome- 
dio de 1.4 por ciento. 

3. Las indicaciones que se presentaron 
mas frecuentemente fueron desproporci6n 
cefalopélvica, cesarea previa, hemorragia 
y toxemia. Los casos se dividieron en tres 


periodos mostrando un aumento de fre- 


cuencia de la cesarea debido a cesareas 
previas y. una disminucién de la misma 
debida a toxemias. 

4. Se ha registrado un aumento de la 
cesarea baja, cervical, del 84.2 al 93.8 por 
ciento, con una disminucién constante de 
la cesdrea clasica. La frecuencia de la ce- 
sarea de Porro ha permanecido igual, con 
una frecuencia promedio de 1.7 por ciento. 

5. Se observaron 12 muertes de la madre 
con un grado de mortalidad materna de 
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9.7 por ciento. Durante los ultimos cinco 
anos esta cifra ha disminuido a 0.47 por 
ciento, no habiendose registrado muertes 
maternas durante los dos tltimos ajfios. 

6. Se ha presentado un aumento con- 
stante en la frecuencia con se utiliza la 
anestesia raquidea. 

7. La frecuencia de mortalidad fetal ha 
disminuido appreciablemente con una dis- 
minuci6n rapida en las muertes de nifios 
a término, una disminucién gradual de los 
prematuros y una frecuencia relativa- 
mente estable de abortos. 
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What is defeat? Nothing but education; nothing but the first step to something 


better. 


—Phillips 





Abdominal Pregnancy: 
Report of Four Cases at Term 


EVRI B. MENDEL, M.D., F.I.C.S., AND MALCOLM MacRAE, M.D. 
DALLAS, TEXAS 


ONSIDERATION of abdominal preg- 
¢ nancy necessitates a thorough under- 
standing of tubal pregnancy and the 
various modes of termination of this con- 
dition. Awareness of these facts will lead 
to early diagnosis and prevention in many 
cases. 

It is not within the scope of this paper 
to present evidence for or against the pos- 
sible occurrence of primary abdominal 
pregnancy. There are on record a number 
of cases that apparently fulfill the criteria 
for this condition. Many of the authors 
who have reported cases considered au- 
thentic have, on careful review, elicited 
information that suggested the question of 
tubal pregnancy, 

There are many qualified observers who 
are doubtful that primary abdominal preg- 
nancy can occur. In the event that it does 
occur, all are agreed that the incidence is 
so small as to be clinically insignificant. 

Incidence. — The gross incidence of ab- 
dominal pregnancy varies markedly from 
author to author. This disparity is elim- 
inated when the incidence is adjusted on 
a racial basis. 

Beacham and Beacham, in their series 
of 20 cases, reported a gross incidence of 
1 in 2,081. There were 19 Negresses and 
1 white patient. When the incidence by 
race was determined, they observed it to 
be 1 in 11,419 among white women and 1 
in 1,685 among Negresses. The admission 
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ratio was 1 white woman to 3 Negresses. 

Quilliam, in 1948, estimated that one 
abdominal pregnancy occurs in every 12,- 
500: pregnancies of all types observed in 
hospital practice. 

Colvin and McCord recorded an inci- 
dence of 1 to 750 in an exclusively Negro 
division. 

At Baylor University Hospital from 
Sept. 1, 1944 to Sept. 1, 1952 there were 
37,964 deliveries. In the same interval 
there occurred 4 abdominal pregnancies. 
This represents an incidence of 1 to 9,491. 
Three of these patients were Negro and 1 
was Mexican. The ratio of white to Negro 
deliveries was 13 to 1. On a racial basis, 
this gives an incidence of 1 to 35,000 
among the white patients and 1 to 1,000 
among the Negro patients. 

Admittedly this series is too small to 
provide accurate statistical conclusions. It 
does, however, indicate an incidence that 
is in general agreement with previously 
reported series, in which admissions of 
white patients were preponderant. 

The fact that the occurrence of abdom- 
inal pregnancy is three times greater 
among Negresses than among white 
women, with an admission ratio of 1 to 
13, is again indicative of the usual pat- 
tern. 

In Ware’s series of 13 cases, all the pa- 
tients were Negresses. Douglass and Kohn 
reported the incidence among the 
Negresses to be sixteen times greater than 
that among white women. 

Age and Gravidity.— In Beacham’s se- 
ries of cases the patients ranged in age 
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from 18 to 37. The majority ranged from 
25 to 35 years of age. Their gravidity 
ranged from 1 to 6. Fourteen were either 
gravida 1 or gravida 2. 

MacGregor, in his series of 11 cases, 
noted that the average age of his patients 
was in excess of 25 years. The highest in- 
cidence occurred in primigravidae or in 
women with relatively few previous preg- 
nancies. 

In the 19 cases reviewed by Cross, Les- 
ter and McCain, the ages ranged from 22 
to 40, and only 2 of the patients were un- 
der 25. Of these, 10 were primigravidae, 
4 were para 2, 3 were para 1, and 1 was 
para 8. The parity of one patient was not 
recorded. 

In this series of 4 cases, 2 patients were 
primigravidae; one was gravida 2, para 0, 
and 1 was gravida 4, para 2. The average 
age in this group was 28 years. 

Etiologic Factors. — The cause of ab- 
dominal pregnancy is that of tubal preg- 
nancy. No doubt is cast upon the role of 
salpingitis as a precipitating factor, but 
the myriad other factors involved are less 
tangible and more difficult of proof. The 
fact that in the majority of cases the con- 
dition is not directly due to an inflamma- 
tory process in the tube is sustained by 
the series of 136 cases reported by Prid- 
dle, Moultoun and Dennis, in which micro- 
scopic evidence of salpingitis was demon- 
strable in only 28 per cent of the cases. 
This leaves a majority of cases in which 
no direct explanation existed except on a 
theoretical basis. 

Regardless of the precipitating factors, 
the events and pathologic changes subse- 
quent to tubal implantation are well es- 
tablished. 

Decidual reaction on the tubal mucosa 
is extremely scanty or absent entirely. 
Implantation in an environment such as 
this is obviously incompatible with a fa- 
vorable termination. In the absence of the 
rich protective decidua of the uterine cav- 
ity, the trophoblastic activity soon leads 
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to penetration of the mucosal layer, inva- 
sion of the muscular layers and encroach- 
ment upon the serosal covering of the tube. 

If implantation has occurred at the in- 
terstitial or isthmic portions of the tube, 
rupture of the tube is the usual termina- 
tion. Rupture may occur into the perito- 
neal cavity or between the leaves of the 
broad ligament. In either event, severe 
hemorrhage usually occurs and the usual 
symptoms of ruptured tubal pregnancy 
ensue. This sequence of events customarily 
occurs at about the fourth month of preg- 


- nancy in interstitial implantation; earlier 


in the isthmic portion. Abortion in the 
ampulla of the tube is far more frequent 
than rupture. This event is usually fol- 
lowed by extrusion of the amnion through 
the fimbriated end of the tube. There is 
no way to estimate how many tubal preg- 
nancies end uneventfully, with intratubal 
death of the ovum and spontaneous re- 
gression. 

Stander estimated that fewer than 3 per 
cent of all tubal pregnancies are intersti- 
tial; 26 per cent are isthmic and 70 per 
cent are ampullary. 

The rapidly growing villi, in invading 
the engorged tubal stratae, either pene- 
trate vessels and produce hemorrhage or 
cause rupture of the pseudocapillaries. 
Penetration through the serosa may occur. 

Briefly, tubal pregnancy terminates in 
rupture, abortion, internal rupture, sec- 
ondary abdominal pregnancy or spanta- 
neous regression. Rarely, hydatidiform 
mole or chorioepithelioma may follow 
tubal pregnancy. An unrecognized tubal 
pregnancy occasionally results in a litho- 
pedic or mummified fetus. 

The contention that an ovum expelled 
through tubal abortion or perforation 
might sustain itself until reimplantation 
of the placenta occurs is entirely unsup- 
portable. Total separation of the placenta 
would assure immediate death of the em- 
bryo. 
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Cases in which viable secondary abdom- 
inal pregnancies exist are cases of tubal 
abortion or rupture in which placental in- 
tegrity is not completely interrupted. The 
intact portions of the placenta are main- 
tained by an adequate blood supply, and 
the villi, advancing through the tubal rent, 
adhere to and encroach upon surrounding 
structures. In this manner it is possible 
for the placenta eventually to involve al- 
most any intraabdominal structure. It is 
a matter of record that the placenta has 
been found attached to every structure in 
the abdominal cavity, from the liver and 
spleen above to the urinary bladder below. 

Symptoms. — The early symptoms of 
abdominal pregnancy are those of tubal 
pregnancy, with rupture or abortion in 
almost every case. The severity of these 
symptoms depends upon the amount of 
attendant hemorrhage. With patients first 
examined after abdominal pregnancy is 
advanced, this history may be difficult to 
obtain because of the remoteness of the 
event. In those cases in which tubal abor- 
tion occurred with minimal bleeding, the 
discomfort may have been so mild as to 
have been forgotten altogether. 

As a rule there is a history of a missed 
period or of menstrual irregularity. Ab- 
dominal pain, weakness, nausea, vomiting, 
vaginal bleeding and syncope are the 
symptoms occurring singly or in combina- 
tion. The onset of symptoms is usually six 
to ten weeks after the last menstrual 
period. 

MacGregor reported no case in which 
vaginal bleeding occurred without pain, 
and 10 of his patients had early abdominal 
pain with no vaginal bleeding. Ten com- 
plained of constipation after rupture or 
abortion. 

The late symptoms are those produced 
by the abdominal pregnancy itself. Ab- 
dominal pain is a prominent symptom and 
is aggravated as the pregnancy advances. 
Abdominal] distension is an annoying and 
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frequent complaint. Nausea, vomiting and 
constipation occur not infrequently. Vagi- 
nal spotting is a common occurrence. 

Some patients complain of high position 
of the fetus, painful fetal movements, 
shortness of breath and weakness. 

With rupture of the membranes and the 
fetus lying free in the abdominal cavity, 
gastrointestinal symptoms are markedly 
increased. The patient complains bitterly 
of painful fetal movements and increased 
tenderness on palpation of the abdomen. 

MacGregor described 2 patients with 
these symptoms, and at operation observed 
that the membranes were ruptured and 
identifiable only as shreds along the pla- 
cental margin. 

Two of our patients presented the same 
picture, and at operation the membranes 
were absent except as marginal remnants, 

Anorexia, malaise, weakness and fever 
are symptoms that may occur after the 
death of the fetus. 

Diagnosis. — Laboratory aids are of no 
value in establishing a diagnosis. Abdom- 
inal examination may reveal abnormal 
tenderness, easily palpable fetal parts, 
unusually loud fetal heart tones, a trans- 
verse “lie” in a high position, a palpable 
low abdominal mass distinct from the fe- 
tus, and the absence of the round liga- 
ments in the upper mass. 

Beacham stated that the presence of a 
transverse “lie” in a primigravida should 
be regarded as evidence of an abdominal 
pregnancy until it is proved otherwise. 

On pelvic examination the cervix is usu- 
ally displaced, unusually tender, uneffaced 
and less soft than usual. The uterus, if it 
is palpable, is not larger than that of a 
three-month pregnancy. Fetal parts or a 
cystic placenta may occasionally, but rare- 
ly, be palpated in the cul de sac. 

Roentgen studies of the soft tissues are 
an invaluable aid in some cases in the 
establishment of a diagnosis, if read by a 
competent roentgenologist in collaboration 
with the obstetrician. 
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Beacham expressed the opinion that 
hysterograms are an invaluable aid to 
diagnosis in selected cases. Cross, Lester 
and McCain considered them of no value; 
MacGregor considered it a dangerous pro- 
cedure to take them. 

Optimal Time for Operation.—This sub- 
ject is again a controversial one. Beacham 
recommended laparatomy when diagnosis 
is made, unless the patient is near term 
and the fetus is alive. 

Curtis strongly advocated immediate 
operation when the diagnosis is estab- 
lished, with no regard for salvage of the 
fetus. 

Cross expressed the view that there is 
no indication for delaying operation as 
long as a week after the patient has be- 
come symptomatic. The 4 maternal deaths 
in his series occurred among the patients 
in whose cases operation was delayed one 
week or longer. 

The consensus is that a laparotomy 
should be performed as soon as the diag- 
nosis is made, regardless of the stage of 
gestation. There is little virtue in delay- 
ing operation for weeks or months after 
the death of the fetus to reduce the pos- 
sibility of maternal hemorrhage. 

Treatment of the Placenta. — There is 
no preconceived formula for management 
of the placenta at operation. The very na- 
ture and rarity of the condition would 
seldom permit one surgeon to encounter 
the same situation in 2 or more cases in a 
lifetime. 

The most reasonable approach is one de- 
signed to reduce maternal hemorrhage to 
a minimum. If the placenta is accessible 
and its blood supply available to ligation, 
complete removal is indicated. 

If, in the judgment of the operating 
surgeon, removal of the placenta would 
produce an alarming hemorrhage, leaving 
the placenta is not injurious to the patient. 

Beacham, in his series, removed 17 pla- 
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centas entirely and 1 partially, leaving 2 
intact. 


MacGregor removed 5 completely, 2 
partially. Two were left without drains, 
and 2 were marsupialized, 

Cross, in his series, removed 11 placen- 
tas completely and 4 partially, leaving 4 
intact. He reported that bleeding was ex- 
cessive in all cases when the placenta was 
partially removed and in 6 of the 11 cases 
in which removal was complete. Loss of 
blood was not excessive in any of the cases 
in which the placenta remained intact. 
Morbidity was noted in all cases in which 
the placenta was partially removed. No 
morbidity was noted in 4 in which the pla- 
centa was left intact, except in 1 case of 
fatal pulmonary embolus. 


REPORT OF CASES 


CASE 1.—A 25-year-old Negress, gravida 1, 
para 0, was first seen in the Baylor University 
Hospital Clinic on Jan. 16, 1945. She was un- 
certain of the date of her most recent men- 
strual period but believed that it occurred in 
April or May 1944. 

On July 29, 1944, she had been admitted to 
Reid Memorial Hospital, Richmond, Indiana, 
with a history of severe crampy pain in the 
lower part of the abdomen, followed by pro- 
fuse vaginal bleeding. Her condition was 
treated as an incomplete abortion. The symp- 
toms subsided gradually, and she was dis- 
charged on August 8. She was readmitted on 
August 21, with abdominal distention, crampy 
pain and vaginal bleeding. A diagnosis of 
pregnancy with peritonitis was recorded. She 
was discharged on September 23, after a posi- 
tive Ascheim-Zondek reaction was obtained. 

Fetal movements were felt late in Septem- 
ber. The patient was asymptomatic until No- 
vember 7, when crampy abdominal pain and 
vaginal bleeding recurred, following an auto- 
mobile accident. On December 1, vaginal 
bleeding was again noted. 

On Jan. 16, 1945, she was admitted to Bay- 
lor University Hospital for the treatment of 
syphilis. She was readmitted with shortness 
of breath and abdominal pain on February 16. 
She was discharged five days later, with no 
diagnosis to explain her complaints. 

On March 12 she was again hospitalized, 
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with severe abdominal cramps and slight vagi- 
nal bleeding. 

At this time, she presented the picture of a 
well developed and well nourished Negress 
with a term pregnancy. Abdominal palpation 
revealed a fetus in a transverse position, with 
the vertex in the left upper quadrant. The 
fundus of the uterus was palpated 4 cm. below 
the ziphoid. The fetal heart rate in the lower 
part of the midline was recorded as 140. There 
was no complaint of pain on palpation of the 
abdomen. The cervix was soft, uneffaced and 
in normal position. There was no pain or 
rigidity on pelvic examination. It was the clin- 
ical impression that the pelvic measurements 
were grossly inadequate for the delivery of 
an average-sized term infant. Roentgen meas- 
urements were obtained and confirmed the 
clinical impression. 


The patient was scheduled for cesarean 
section. When the peritoneal cavity was en- 
tered, a large transparent sac, through which 
the fetus was clearly visible, presented. The 
sac was incised, and an apparently normal girl 
weighing 7 pounds and 13 ounces (3,486.9 
Gm.) was delivered. The infant breathed 
promptly and responded to stimulation with a 
vigorous cry. 


As the infant was delivered, a portion of 
the placenta was inadvertently torn from its 
attachment to the left adnexa. Profuse hem- 
orrhage was the immediate result. Hemor- 
rhage was controlled by packing. The sep- 
arated portion of the placenta was ligated, 
and the remainder of the placenta was left 
undisturbed. The sac was plicated over the 
placental site in two layers. 


The uterus was enlarged to the size of a 
two-month pregnancy. The right tube, ovary 
and broad ligament appeared to be normal. 
The left tube and ovary were not identifiable. 
The patient was given 1,000 cc. of blood dur- 
ing the operation. 

Convalescence was uncomplicated, and she 
was discharged on the twelfth postoperative 
day. A tender mass measuring 15 cm. was 
palpable in the left lower abdominal quadrant. 

The infant, discharged with the mother, 
was free of deformity, vigorous and healthy. 


On April 2, 1945, the patient was readmitted 
to the hospital with abdominal pain in the left 
lower abdominal quadrant, low grade fever 
and slight vaginal bleeding. A barium enema 
demonstrated a soft tissue mass in the left 
lower quadrant, which displaced the sigmoid 
colon to the right. On pelvic examination the 
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Roentgenogram in case of abdominal pregnancy 
in a young Negress. 


uterus was normal in size but attached to a 
left adnexal mass that lay high in the pelvis. 
The temperature subsided on administration 
of antibiotics, and the patient was discharged 
in seven days. 


During May the patient showed all the 
symptoms of a left tubo-ovarian abscess. This 
was drained on May 28, through a left McBur- 
ney incision, and 750 cc. of foul-smelling, 
purulent material was obtained. The wound 
was drained. After two stormy postoperative 
days, the temperature subsided by lysis, and 
the patient was discharged on June 6. 


The abdominal wound continued to drain. 
Lipiodol studies revealed a sinus tract leading 
to a very superficial rounded area 4 cm. in 
diameter. 


Operation was performed on September 1. 
The sinus tract led to the left ovary, which 
was adherent to the abdominal wall. The left 
tube was adherent to the ovary and was ede- 
matous and infected. The right tube and ovary 
also appeared infected, to a lesser degree. The 
left tube and ovary were removed and the 
sinus tract extraperitonealized. Recovery was 
uneventful, and the patient was discharged 
on September 7. 
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In August 1949, four years later, this pa- 
tient was delivered of a healthy term infant 
by cesarean section. Examination of the pelvis 
at that time revealed a normal right adnexa 
and a left adnexal area free of adhesions and 
with minimal induration. 

The first child at this time was living, 
healthy and normal. 

CASE 2. — A 28-year-old Mexican woman, 
gravida 6, para 2, was first seen in the Baylor 
University Hospital clinic on May 26, 1946. 
An extremely limited history was obtained 
because the patient spoke no English. 

Her most recent menstrual period had oc- 
curred in September 1945. Abdominal pain 
had begun a few weeks after cessation of the 
menses and had increased in severity as preg- 
nancy advanced. Except for an admitted gain 
of 40 pounds (18.1 Kg.) in weight, no infor- 
mation could be elicited as to the course of 
this pregnancy or preceding ones. A large 


abdominal mass was palpable 4 cm. below the 
ziphoid process. Fetal parts could not be pal- 
pated, and no fetal heart tones were heard. 
There was moderate abdominal tenderness 
without spasm or rebound. The remainder of 
the physical examination gave negative re- 


sults. The pelvic observations were not re- 
corded on the chart. 

The woman was admitted to the hospital 
for observation. Laboratory data were nega- 
tive except for a hemoglobin level of 8.85 Gm. 
A roentgenogram of the abdomen showed the 
fetus of an eight-month gestation, in a trans- 
verse position with the vertex in the left up- 
per quadrant. It was the impression of the 
roentgenologist that the fetus was extra- 
uterine. 

A preoperative diagnosis of abdominal preg- 
nancy at thirty-six weeks was made. The pa- 
tient was given adequate transfusions and was 
scheduled for laparotomy. When the abdomen 
was entered, the uterus was the size of a 
three-month pregnancy. Both adnexae ap- 
peared normal. A macerated fetus 40 cm. in 
length was observed, free in the abdominal 
cavity. The placenta was implanted on the 
left abdominal wall just below the spleen. The 
fetus was removed; the cord was clamped and 
ligated near the placenta, and the placenta 
was left in place. There was no evidence of 
any amniotic fluid in the abdomen. Inspection 
of the portion of the placenta that could be 
visualized revealed the membranes as shreds 
around the margin. The abdomen was closed 
without drains. Bleeding was less than that 
encountered in the average cesarean section. 
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The postoperative course was uneventful, 
and the patient was discharged on the seventh 
postoperative day. She never returned to the 
clinic for postoperative examination. All ef- 
forts by administrative and social service 
agencies failed to locate her. 

CASE 3.—A 23-year-old Negress, gravida 1, 
was first seen as an outpatient at Baylor Uni- 
versity Hospital by members of the medical 
department on April 12, 1951, with complaints 
of nausea, vomiting and epigastric pain since 
January. On several occasions the vomitus 
had contained blood. She stated that the pain 
was sudden in onset and of several hours’ 
duration, and was not related to the ingestion 
of food. Her only other complaints were of 
polyuria and nocturia. 

The most recent menstrual period had oc- 
curred in November 1950, but the patient 
stated that in 1949 there had been a five-month 
period of amenorrhea. 

Positive physical signs were limited to a 
firm abdominal mass 2 fingerbreadths below 
the umbilicus. On pelvic examination the 
uterus was observed to be grapefruit-sized, 
firm and nodular. The cervix was firm and 
pink. 

Roentgen studies of the chest, gastrointes- 
tinal tract and gallbladder revealed no abnor- 
mality. A diagnosis of uterine fibroid and 
gastrointestinal neurosis was made by the 
medical department. 

In August 1951 the patient appeared in the 
obstetrical clinic. At that time she had no 
complaints. The size of the abdomen was that 
of a term pregnancy. No fetal heart tones 
were heard. Physical examination revealed no 
abnormality. August 27 was the expected 
date of delivery. The patient was followed at 
weekly intervals in the clinic until September 
29, at which time she was admitted for induc- 
tion of labor, with a diagnosis of missed abor- 
tion. The fundus of the uterus was recorded 
as 3 cm. below the ziphoid process. Medical 
induction was unsuccessful. The patient was 
discharged the next day and instructed to re- 
turn in one week. 

At this point she disappeared. She was next 
seen in the obstetrical clinic on July 14, 1952, 
ten months later. 

During this interval, she said, she had been 
in California. She stated that her menstrual 
periods had been normal and regular since 
January 1952. She had been well, but still 
had a “lump” in her abdomen, which she 
wished removed. She was admitted to the hos- 
pital on July 21. 
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Examination revealed nothing abnormal ex- 
cept a movable mass, 3 cm. above the umbili- 
cus. The cervix was firm and in normal posi- 
tion, and moved with the mass. A roentgeno- 
gram of the abdomen revealed a nonviable 
fetus of a size consistent with the third tri- 
mester of pregnancy. Laboratory data were 
normal. 

A diagnosis of missed abortion with litho- 
pedion was made, and the patient was sched- 
uled for laparotomy. When the peritoneal 
cavity was entered, the uterus was observed 
to be normal in size and consistency; it was 
adherent to a right adnexal mass of a size 
corresponding to an eight-month pregnancy. 
The right tube and ovary were not identifiable. 
The sac was dissected from its attachment to 
the uterus and removed. A mass of spongy 
tissue at the base of the broad ligament was 
left in place. The left tube and ovary were 
normal in appearance. Bleeding was not ex- 
cessive. One pint of blood was given during 
the operation. 

The fetus, found within the sac, was soft 
and pliable; crown-rump measurement was 29 
em., and there was no gross deformity. 

Microscopic examination was reported by 
the pathologist as follows: “Examination of 
numerous sections through the wall of the sac, 
which contains the fetus, reveals it to be com- 
posed predominantly of rather dense fibrous 
tissue. However, in some sections, there are 
areas of tissue which are compatible with 
origin from the ovaries; there is no evidence 
of tube origin. It is believed, therefore, that 
this extrauterine pregnancy was in the 
ovary.” 

This is a conclusion with which we do not 
agree. It is obvious from the gross descrip- 
tion of the specimen that the four criteria of 
Spiegelberg could not be adequately fulfilled. 

The patient remained in the hospital for 
seven days, and recovery was prompt and un- 
eventful. 

Post-operative examinations were continued 
at intervals for six months, and at the last 
examination the uterus was normal in size and 
freely movable. A minimal amount of indura- 
tion was detectable in the right adnexal area. 

CASE 4. — A 36-year-old Negress, gravida 
2, para 0, was admitted to Baylor University 
Hospital on Oct. 3, 1952. She was seen for the 
first time by one of us in consultation on Oc- 
tober 6. Her most recent menstrual period 
had occurred on January 16. 

About two months after cessation of the 
menses, pain in both lower abdominal quad- 
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rants occurred at irregular intervals. In the 
third month of her pregnancy she was ad- 
mitted to St. Paul Hospital, Dallas, Texas, with 
severe pain in the lower part of the abdomen, 
which was aggravated by even slight abdom- 
inal pressure. She was afebrile during her 
three-day stay in the hospital but was dis- 
charged, improved, with a diagnosis of pelvic 
inflammatory disease. 

From April until October the patient was 
never free of abdominal pain, and the severity 
of the pain increased as the pregnancy ad- 
vanced. On several occasions she voluntarily 
remained in bed for two or three days at a 
time. There was no vaginal bleeding at any 
time during the pregnancy. 

Physical examination gave negative results 
except for pedal edema and the abdominal ab- 
normalities. The abdomen was ovoid and sym- 
metrically enlarged to a point 4 cm. below the 
ziphoid process. Palpation elicited exquisite 


tenderness in all quadrants, with marked mus- 
cle spasm. Palpation of fetal parts was diffi- 
cult because of the marked abdominal tender- 
ness. Fetal heart tones were very loud, and 
the rate was recorded as 160 in the right lower 
quadrant. 

On pelvic examination the cervix was soft, 


closed, dusky and about 1 inch (2.5 cm.) in 
length. Motion of the cervix caused abdominal 
pain, and no presenting part was palpable 
either by rectal or by vaginal examination. 
Abdominal tenderness obviated adequate eval- 
uation of the adnexae. The patient’s physi- 
cian had ordered Snow’s pelvimetry on admis- 
sion, which showed an inlet contracture with 
a grossly misshapen fetus. Owing to the ab- 
dominal signs, the consultant requested fur- 
ther soft tissue roentgen studies. This re- 
vealed a lower abdominal mass, which was 
interpreted as the uterus, with the fetus lying 
above and to the right of this structure (see 
illustration). Owing to these and the clinical 
observations, a diagnosis of full-term extra- 
uterine, intraabdominal pregnancy was made. 

On admission the hemoglobin value was 8.4 
Gm., and the patient was given adequate blood 
in preparation for surgery. The remainder of 
the laboratory data were normal. On October 
10, a laparotomy was performed, with spinal 
anesthesia. 

When the peritoneum was entered, the 
uterus was of the size characteristic of a 
three-month pregnancy. A viable term infant 
was lying free in the abdominal cavity. The 
head and shoulders of the fetus lay beneath 
the right lobe of the liver, with the trunk ex- 
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TABLE 1.—Maternal Statistics 


Weeks of 
Gestation 


38-40 
34-36 
96-100 
38 





Age of 
Patient 


25 
28 
23 
36 


Gravida Para Race 


1 0 





Negro 





Mexican 





Negro 





4 
1 
2 


2 
0 
0 Negro 








TABLE 2.—Fetal Statistics 





Weight, 
Gm. Condition 


Deformities 





Living and 
well 


3,486.9 None 





Not recorded None recorded Macerated 
Not recorded 


2,352.9 





Nonviable 


Viable but 
died in 35 
minutes 


None 
Multiple 








tending obliquely across the upper abdomen. 
Both feet were presenting in the pelvis. The 
infant was removed from the abdomen, after 
having cried and breathed spontaneously. 

The placenta, 18 cm. in diameter, was im- 
planted on the posterior surface of the broad 
ligament, in the area of the left tube and 
ovary. The fimbriated end of the tube was 
identified. The left ovary was also identified, 
and appeared normal. A portion of the omen- 
tum and sigmoid colon were incorporated into 
the placental mass. The uterine and infundi- 
bulopelvic vessels were markedly dilated and 
tortuous. The right adnexa was normal. Since 
the principal blood supplies to the placenta 
seemed accessible, it was decided to remove 
the placenta. By sharp and blunt dissection, 
the sigmoid and omentum were separated from 
the mass. The placental mass, with the left 
tube and ovary, was removed. The attendant 
bleeding was minimal. The raw area was re- 
peritonealized, and the abdomen was closed 
without drainage. 

On examination of the placenta, the amnion 
and chorion were identifiable as shreds around 
its circumference. No free amniotic fluid was 
noted in the abdomen. Tube, ovary and pla- 
cental tissues were listed in the pathologic 
report. 

The infant had a crown-rump measurement 
of 38 cm., weighed 5 pounds and 3 ounces 
(2,352.9 Gm.). Multiple anomalies were pres- 
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ent, including a large omphalocele, a left club 
foot and an anomaly of the bony thorax. The 
infant died thirty-five minutes after delivery. 

The postoperative course was uneventful, 
and the patient was discharged on the sixth 
postoperative day. 

The abdominal incision was well healed 
three weeks after the operation. At a checkup 
after six weeks the uterus was normal in size, 
with tenderness in the left lower quadrant. 
Examination at three months revealed a nor- 
mal uterus and right adnexa. The left adnexal 
area was free of tenderness and induration. 


SUMMARY 


A discussion of abdominal pregnancy 
and its pathogenesis is presented. Four 
cases observed at Baylor University Hos- 
pital are reported. 


ZUSAM MENFASSUNG 


Die Bauchhoéhlenschwangerschaft und 
ihre Pathogenese werden eroértert und vier 
im Baylor University Hospital beobach- 
tete Fille berichtet. 


RIASSUNTO 


Vengono riferiti 4 casi di gravidanza 
addominale osservati al Baylor University 
Hospital. Segue una trattazione su questa 
malattia e sulla sua patogenesi. 


RESUME 


Une discussion de la gestation abdomi- 
nale et de sa pathogénése est présentée. 4 


cas observés a l’hdpital de l’université 
Baylor sont reportés. 


RESUMEN 


Se presenta un comentario sobre el em- 
barazo abdominal y su patogenia. Se co- 
munican cuatro casos observados en el 
Hospital de la Universidad de Baylor, 
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I spent some part of every year at the farm until I was twelve or thirteen years 
old. The life which I led there with my cousins was full of charm, and so is the 
memory of it yet. I can call back the solemn twilight and mystery of the deep 
woods, the earthy smells, the faint odors of the wild flowers, the sheen of rain-washed 
foliage, the rattling clatter of drops when the wind shook the trees, the far-off ham- 
mering of woodpeckers and the muffled drumming of wood pheasants in the remote- 
ness of the forest, the snapshot glimpses of disturbed wild creatures scurrying through 
the grass—TI can call it all back and make it as real as it ever was, and as blessed. 
I can call back the prairie, and its loneliness and peace, and a vast hawk hanging 
motionless in the sky, with his wings spread wide and the blue of the vault showing 
through the fringe of their end feathers. I can see the woods in their autumn dress, 
the oaks purple, the hickories washed with gold, the maples and the sumachs lumi- 
nous with crimson fires, and I can hear the rustle made by the fallen leaves as we 
plowed through them. I can see the blue clusters of wild grapes hanging among 
the foliage of the saplings, and I remember the taste of them and the smell. I know 
how the wild blackberries looked, and how they tasted, and the same with the paw- 
paws, the hazelnuts, and the persimmons; and I can feel the thumping rain, upon 
my head, of hickory nuts and walnuts when we were out in the frosty dawn to scram- 
ble for them with the pigs, and the gusts of wind loosed them and sent them down. 
I know the stain of blackberries, and how pretty it is, and I know the stain of walnut 
hulls, and how little it minds soap and water, also what grudged experience it had 
of either of them. I know the taste of maple sap, and when to gather it, and how 
to arrange the troughs and the delivery tubes, and how to boil down the juice, and 
how to hook the sugar after it is made, also how much better hooked sugar tastes 


than any that is honestly come by, let bigots say what they will. 


—Clemens 





Fractures of the Hip in Patients 
from 92 to 103 Years Old 
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RICHLAND CENTER, WISCONSIN 


the aged because of frequent falls 
due to the poor muscular coordina- 
tion and dizziness usually associated with 
arteriosclerosis. Since the advent of anti- 
biotics and the achievement of a better 
understanding of geriatrics, both men and 
women are living to a greater age than 
they formerly did. Hence the surgeon is 
called upon to treat or operate on patients 
of more advanced age than he could have 
expected twenty-five years ago. 
Textbooks and the literature on frac- 
tured hips list cases in which the patients 
range from early childhood to the age of 
91. More and more often one is called 
upon to operate on a patient between 80 
and 90 years old, but, as far as we have 
been able to ascertain, no surgeon had 
ever operated successfully on a man 103 
years old with a fracture of his femur. 
It is because of this that we wish to re- 
port the reduction and internal fixation of 
the fractured femurs of 3 patients who 
were very old at the time of operation, 2 
being over 92 years old and the third over 
103. Each made a good recovery from the 
operation, and 2 are still living and well. 
Not too long ago, a fractured femur 
meant probable death in the very near fu- 
ture for any patient over 70 years old. At 
that time such a fracture was then treated 
by immobilization in traction or a Whit- 
man cast. Most of the patients soon died 
of hypostatic bronchopneumonia or cardio- 


Hi fractures occur quite often in 
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renal complications. Those who did sur- 
vive the initial shock usually lived for sev- 
eral weeks and then died of exhaustion 
because of the pain and enforced confine- 
ment. With the use of the Smith-Peterson 
nail and other methods of internal fixation, 
it was found that one could get the patient 
up and about much sooner, and keep him 
more comfortable, thereby prolonging his 
life. 

Among the laity it has been almost the 
consensus that, since a very old patient has 
only a short time to live anyway, it is use- 
less to subject him to the pain, shock and 
suffering of an operation. Everyone 
knows, nevertheless, that no matter how 
old a patient is he always wants to live a 
little longer, and of course he wants to be 
relieved of his pain. The knowledge that 
we obtained 100 per cent recovery in 3 
patients over 92 years old, and that one 
103-year-old patient made the best recov- 
ery of all, may help someone in deciding 
what course to follow in the treatment of 
a similar case. All surgeons have encoun- 
tered femoral fractures for which the fam- 
ily would not consent to an operation be- 
cause of the extreme age of the patient 
and his apparently imminent death, but 
we have seen those same patients live for 
several weeks or months with a painful, 
deformed leg and with no hope of ever 
being able to walk again. In the case of 
our 103-year-old patient, some of his rela- 
tives were opposed to an operation. Since 
there were no cases on record to support 
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Fig. 1 (Case 1).—Roentgenograms in the case of F. F. W., a man aged 103. A, film taken Oct. 13, 
1954; B and C, films taken Dec. 19, 1954; D and £, films taken Jan. 15, 1955. 


our advice, we ourselves were not at all 
sure whether he could survive it. Many 


seemed to think he had more than lived his 
normal span of years and that an opera- 
tion would be the straw that tipped the 
balance. Nevertheless it was certain that 
without an operation he would never walk 
again; and if he did survive the operation 
the pain would be relieved and he could be 
handled much more easily. 

It may be of interest that these patients 
were treated by doctors in a small rural 
community, away from teaching centers 
and specialists. In a small community we 
know our patients and have to live among 
them, so we can’t afford to make mistakes 
if we are to continue successfully in prac- 
tice. The old adage most applicable to the 
small-town doctor: “In treating any frac- 
ture, if you make a mistake and get a poor 
result the patient never dies, never leaves 
town and always shows all of his friends.” 

The actual technic of our operation is 
similar to that of most surgeons, and in 
dealing with the aged it is imperative that 
the operating time be kept to a minimum. 


467 


Three of us working as a team handled 
these patients, but a different one of us 
was the chief surgeon in each instance. 
We used spinal anesthesia in each case, 
since it provides better relaxation and one 
can reduce the fracture more easily than 
with general anesthesia. Although the 
fall in blood pressure is sometimes alarm- 
ing, no patient of ours has died during or 
immediately after the operation. The pa- 
tient is given 8 mg. of morphine and 0.2 
mg. of scopolamine about an hour before 
the operation. For the spinal anesthesia 
we use 150 mg. of procaine hydrochloride 
and 23 mg. of ephederine in about 2 cc. of 
spinal fluid; 25 mg. of ephederine is also 
given intramuscularly. The patient is then 
immediately placed on the affected side for 
six minutes and then is placed on his back, 
with his body level and his head slightly 
elevated. The surgeon reduces the frac- 
ture quickly by placing one arm under the 
knee and the hand of the opposite side on 
the crest of the patient’s ilium and ab- 
ducting thigh. A lateral roentgenogram of 
the hip is taken with the thigh flexed at 
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right angles to the long axis of the body 
and abducted slightly. The femur is then 
brought to the level of the body, with the 
knee flexed and the foot hanging down at 
the side of the roentgen table. An antero- 
posterior roentgenogram is then taken. In 
this manner the lateral and anteroposte- 
rior exposures may be taken without 
changing the position of the roentgen tube. 
If the position of the fragments is satis- 
factory, one assistant sits on a chair and 
rests the patient’s foot on his knee to keep 
the femur in a constant position of slight 
internal rotation during the operation. 
When the plate or nail is driven halfway 
to its final position, another lateral and 
another anteroposterior roentgenogram 
are taken. If these show the position of 
the fragments to be satisfactory, the oper- 
ation is completed. Usually whole blood 
or 5 per cent dextrose is given intrave- 
nously at the operation. 


OCTOBER, 1955 
REPORT OF CASES 


CASE 1.—F. F. W., aged 103, had never had 
a serious illness, but there had been gradual 
deterioration of hearing and the sense of bal- 
ance. He had fallen five times in the five years 
immediately past, with resulting contusions 
and lacerations, but never a fracture. He 
showed excellent retention of his mental 
faculties, and his vision was so good that he 
frequently forgot to use his glasses when read- 
ing the newspaper. He enjoyed typewriting 
letters rather than using a pen, and on Sept. 
22, 1954, he slipped as he was about to sit 
down at his desk and fell on his left hip. 

On September 24 pain was still present in 
his hip, altho there was no shortening or 
limitation of motion. A _ roentgenogram 
showed a fine linear fracture through the neck 
of the femur, with no deformity. Weight bear- 
ing was prohibited, but the patient was al- 
lowed to sit in a chair. 

On December 4, after a second fall, pain de- 
veloped in the left knee, and there was some 
external rotation of the foot. At this time 
roentgenograms revealed slight displacement 
of fragments, with shortening. Because of his 


Fig. 2 (Case 2).—Roentgenograms in the case of M. K., a woman aged 92. A, film taken on Oct. 
28, 1951; B and C, films taken on Oct. 30, 1951; D and E, films taken on May 5, 1952. 
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Fig. 3 (Case 3).—Roentgenograms in the case of J. C. A, film taken on Dec. 16, 1950; B and C, 
films taken on Dec. 19, 1950. 


extreme age it was decided to treat the frac- 
ture conservatively for a while. 

On December 19 the pain in left knee in- 
creased and was accompanied by edema of the 
left ankle and foot. At this time roentgeno- 
grams showed increasing deformity, and an 
operation was decided upon. At his request 
this was delayed until after Christmas. 

On December 29, at 9:30 a.m., spinal anes- 
thesia was induced as aforedescribed and a 
transfusion of 500 cc. of whole blood was 
started simultaneously with the beginning of 
the operation. Check roentgenograms after 
reduction showed perfect position of the frag- 
ments,, and one of us (K. H. M.) inserted a 
Smith-Peterson nail (Engle-May type) and 
closed the wound. The time required for the 
complete operation was twenty minutes. The 
patient was given oxygen for three hours after 
the operation, but at no time did he show signs 
of shock. At 6 p.m. the temperature was 99.6 F., 
the pulse rate and the blood pressure in milli- 
meters of mercury 120 systolic and 65 diastolic. 
The patient was mentally alert and said that 
the pain in his left foot and knee had “left.” 
He voided urine normally that afternoon, never 
had enough pain to require an opiate, and was 
allowed to sit up in a wheel chair the second 
day. His temperature was never above normal 
after the first day, and his pulse rate never 
above 80. He was given 400,000 units of crys- 
talline procaine penicillin G daily for seven 
days and injectible liver every other day. He 
was allowed to smoke cigarettes or his pipe 
and was given an ounce of port before meals, 
as was his habit. 

On January 8, 1955, the patient moved his 
left leg freely while in bed and had no pain in 
the hip, knee or foot. The stitches were re- 
moved, and the wound had healed perfectly. 
There was no edema of the leg. 

On January 15 the patient returned to his 


home, in excellent spirits and “feeling fine,” 
was permitted to be up in a chair the greater 
part of the day, but not to use crutches or 
bear weight on the leg for about six months. 
Roentgenograms were taken about every two 
weeks for two months and then about once a 
month. All showed the fragments to be re- 
tained in good position. 

On June 8 weight bearing was permitted 
and the patient did very well with one person 
steadying him. There was no pain and no 
shortening or external rotation. He will soon 
be able to walk alone with the use of one cane, 
and in a short time he will be 104 years old. 

CASE 2.—Mrs. M. K., aged 92, was a widow 
who had always been in good health except for 
gradual loss of vision, so that she was practi- 
cally blind. 

On October 28, 1951, because of her blind- 
ness, she slipped on the floor and fell on her 
left hip. Shortening and external rotation of 
that leg were noted, and she was brought to 
the hospital in an ambulance. Roentgeno- 
grams revealed a severe intertrochanteric 
fracture of the left femur, and immediate 
operation was decided upon. 

Spinal anesthesia was induced, and the pa- 
tient went into shock immediately but re- 
covered shortly after being given a subcutane- 
ous injection of epinephrine and artificial 
respiration with the bag respirator. One of us 
(W. C. E.) then reduced the fracture and in- 
serted a Moore-Blount blade plate, using a 3- 
inch blade and 5-inch plate. The patient was 
conscious and conversing at the completion of 
the operation. She was given 500 cc. of whole 
blood and 1,000 cc. of 5 per cent dextrose in- 
travenously. She was given injectible liver 
during the next three weeks, because she had 
rather severe anemia. 

On November 17 the wound had healed 
nicely and there was no pain, so the patient 
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was able to leave the hospital. She was di- 
rected not to bear weight on the left leg for 
about six months. 

On May 5, 1952 roentgenograms showed 
that the fragments were retained in good posi- 
tion, so weight bearing was permitted. 

The patient will soon be 96 years old, and at 
the time of writing nearly four years have 
passed since the operation. She is free from 
pain and uses her leg normally, but now she is 
completely blind and requires help when get- 
ting around. 

CASE 3.—J. C., aged 92, had had repeated at- 
tacks of asthma and bronchitis for ten years. 
On Nov. 4, 1948, when he was more than 89 
years old, he had a strangulated inguinal her- 
nia. An emergency operation was performed 
at 7:30 p.m. by one of us (D. H. H.), and he 
made an uneventful recovery. On Dec. 16, 1950, 
he had another attack of severe bronchitis 
while living at the County Old Folks’ Home 
and fell on his right hip. Roentgenograms 
showed a fracture of the neck of the right fe- 
mur, with minimal displacement of the frag- 
ments. The temperature at that time was 102 
F., so reduction of the fracture had to be 
delayed. 

On December 19 the temperature had re- 
turned to normal. Spinal anesthesia was in- 
duced and the fracture reduced, a Smith- 
Peterson nail (Engle-May) being inserted by 
one of us (D. H. H.). On return to his room 
the patient was given 1,000 cc. of dextrose in- 
travenously, as well as oxygen by nasal 
catheter. 

By December 28 the wound had healed well 
and the roentgenograms showed the fracture 
in good position. The patient had been up in 
a wheel chair since the day after the operation, 
and had had no pain in his leg. He was dis- 
charged from the hospital and returned to the 
Old Folks’ Home, where he was happy and com- 
fortable for the next two months. On Mar. 3, 
1951, a recurrence of severe bronchitis de- 
veloped into bronchopneumonia, and he died on 
that day. 


ZUSAM MENFASSUNG 


Die Verfasser berichten iiber die wach- 
sende Hiaufigkeit der operativen Behand- 
lung von Hiiftleiden bei alten Leuten. 
Friiher waren solche Verletzungen oft 
tédlich. Die moderne Technik hat jedoch 
die Prognose erheblich verbessert. 

Der erstaunliche Fall eines 103 Jahre 
alten Mannes wird im Einzelnen mit Be- 
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schreibung der ausgefiihrten Operation 
berichtet. Zur Zeit der Niederschreibung 
dieses Berichtes konnte der Patient laufen. 

Zwei weitere Falle eines Mannes und 
einer Frau im Alter von 92 Jahren 
werden beschrieben. 


RESUME 


- 


L’auteur reporte un accroissement du 
nombre d’opérations pour la fracture de la 
hanche chez les gens agés. Autrefois un 
tel événement était souvent mortel, mais 
la technique moderne a amelioré la prog- 
nose considérablement.—Le cas remarqu- 
able d’un homme agé 103 ans est reporté 
avec déscription de l’opération. A présent 
le malade est capable de marcher. Deux 
autres cas sont reportés concernants un 
homme et une femme, tout les deux agés 
de 92 ans. 


RESUMEN 


Los autores comunican una frecuencia 
mayor de operaciones para fractura de la 
cadera en los ancianos. En el pasado dicho 
proceso patolégico resultaba frecuente- 
mente fatal, pero la técnica moderna ha 
mejorado el prondstico. 

Se comunica un caso de un hombre de 
103 anos de edad, describiéndose la opera- 
cién realizada. Cuando se escribi6 el arti- 
culo el paciente se encontraba bien y 
caminaba. 

Se comunican otros dos casos, un hom- 
bre y una mujer, de 92 ajios de edad. 


RIASSUNTO 


L’autore ha trovato un aumento nel nu- 
mero degli interventi per frattura dell’anca 
nelle persone anziane. Nel passato queste 
lesioni erano sovente mortali ma ora la 
prognosi é notevolmente migliorata. 

Viene riferito nei dettagli il caso molto 
insolito di un uomo che fu operato all’eta 
di 103 anni, e che ora cammina, e di altri 
due pazienti, entrambi di 92 anni. 





The Prevention of Fetal Wastage 
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primary obstetric challenge of the 

present day. This implies the deliv- 
ery of a living child, and the delivery of an 
infant that will live through childhood. To 
this end, then, the challenge is not one for 
the obstetrician only but for the pediatri- 
cian, the anesthetist and any other physi- 
cian involved in the care and supervision 
of the mother and in the care and super- 
vision of the child after it is delivered. 
The successful delivery of a baby that will 
continue to live depends on four principal 
factors: (1) the fetus is well developed 
and free from abnormalities; (2) the pe- 
riod of gestation is approximately nine 
months; (3) no injury has occurred at the 
time of birth, and (4) there are sufficient 
physical facilities, as well as skilled med- 
ical and nursing personnel, to treat the 
emergencies that may arise in the neonatal 
and immediate postnatal periods. In this 
discussion, fetal salvage will be considered 
possible throughout the delivery and for 
one to three days after, with emphasis on 
the first day of life, during which the mor- 
tality rate is highest and the least satis- 
factory results have been achieved. 

Any discussion of the maternal factors 
producing fetal death will be left to the 
obstetricians. Certain of these factors, 
however, produce sufficient trauma to the 
fetus to cause early abortion or prema- 
turity in one instance and in another the 
death of the infant in the first few days or 
weeks of postnatal life. Particularly is 
this true of the infectious processes that 
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cause fetal endosclerosis, cerebral atrophy 
and cerebral palsy. 

The infant mortality rates have de- 
creased in a most gratifying manner over 
the past forty years; namely, from a mor- 
tality rate of 120 deaths per 1,000 live 
births to less than 30 per 1,000. Deaths 
among infants under 1 month of age have 
decreased during the same time from 45 
per 1,000 live births to about 19 per 1,000. 
For infants in the first day of life, how- 
ever, it has remained quite constant—ap- 
proximately 10 to 12 deaths per 1,000 live 
births. A graph indicating the mortality 
rates during the different hours of the first 
day of life would show the highest inci- 
dence in the first hour, with a significant 
decrease throughout the rest of the twen- 
ty-four. P 

It is evident, then, that the baby’s most 
difficult hours in life are his first twenty- 
four and that if he can survive his first 
day he has a relatively good chance of con- 
tinuing to live. This paper will not deal 
with fetal and neonatal deaths due to fac- 
tors operative during intrauterine life and 
resulting in congenital anomalies that are 
incompatible with life or, at best, only par- 
tially or poorly compatible with life. These 
factors result in abortions at earlier pe- 
riods of gestation, in the stillbirth of a 
premature baby or in the birth of a baby 
that survives for only a few hours. As yet 
nothing has been done about this particu- 
lar group of infants; nevertheless it does 
indicate the course of investigation of the 
causes of congenital anomalies and their 
prevention or amelioration. 

Fetal and neonatal deaths may be due 
to any of the following factors: (1) pre- 
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maturity ;? (2) infection; (3) congenital 
anomaly; (4) blood dyscrasia; (5) birth 
injuries; (6) postmaturity; (7) lack of 
sufficient skilled medical care, both pedi- 
atric and obstetric, and (8) lack of proper 
physical facilities. 

Certain metabolic conditions in the 
mother, e.g., diabetes, should also be in- 
cluded. These were not considered a factor 
in fetal mortality until proper medical 
control of the condition permitted the child 
affected thereby to live to the age of re- 
production. Such diseases may result in 
the production of a functionally defective 
child. 

Prematurity. — Miller? has pointed out 
that prematurity accounts for approxi- 
mately one-half of all neonatal deaths and 
is responsible for a large number of abor- 
tions at various stages of gestation. About 
one-half of these deaths occur in the first 
twenty-four hours.* Dunham‘ has shown 
that it is difficult to determine the exact 
cause of the death of many premature in- 
fants even after the most careful clinical 
examinations and autopsies. The same is 
often true of full-term babies that are im- 
mature in functional development. In both 
instances functional development has not 
progressed to the point at which extra- 
uterine existence becomes possible. “Ama- 
turity” might be a better term to use. In 
the premature baby, the low resistance to 
infection, the immaturity of function, the 
susceptibility to trauma and anoxia and 
the easily disturbed fluid and electrolyte 
balance are responsible for the high mor- 
tality rate, either directly or by increasing 
the severity of the ordinary causes of neo- 
natal death. 

It is the problem of the obstetrician to 
prevent premature birth by prolonging the 
period of gestation to full term. Close ap- 
plication of the same principle will also 
prevent the death of the fetus at three, 
four or five months and permit it to live 
on through six, seven, and eight months 
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of gestation, after which time it is deliv- 
ered in a viable state. It seems, therefore, 
that, irrespective of all efforts, there is lit- 
tle likelihood of a decrease in the number 
of premature births. It is self-evident that 
any prolongation of the gestational period 
toward full term is distinctly valuable to 
the infant from the standpoint of physical 
growth and functional maturity. Never- 
theless, it is necessary to face the fact that 
when the premature infant is delivered, 
the birth is a fait accompli and must be 
dealt with. 

Abnormal pulmonary ventilation ac- 
counts for about one-half of all deaths in 
the first forty-eight hours. Initial resusci- 
tation requires a clear airway, freed of 
mucus and other débris by gentle aspira- 
tion of the pharynx and larynx with a 
tracheal catheter or suction bulb. On rare 
occasions, a direct laryngoscopic procedure 
may be needed, but this requires a skilled 
laryngologist. Passage of air in and out 
of the lungs is necessary, and the baby 
must have the strength for rhythmic res- 
pirations. There must also be sufficient 
oxygen in the amount of inspired air to 
satisfy his needs. This may, and often 
does, require the administration of addi- 
tional oxygen. Recent work by Miller® in- 
dicates that 95 per cent oxygen plus 5 per 
cent carbon dioxide is better than 100 per 
cent oxygen. In the premature infant all 
conditions of this kind are greatly exag- 
gerated and require immediate and close 
attention. Infants born within one hour 
after a sedative has been given to the 
mother may be lethargic and show a de- 
crease of muscular activity. “Birth shock” 
or cerebral edema may produce the same 
result. 

Obviously, resuscitation must be imme- 
diate. Some part of it may be done before 
the cord is cut; this permits the baby to 
receive a larger amount of blood from the 
placenta. From the infant’s standpoint, 
however, it is unfortunate that the mother 
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at this time may, and usually does, require 
the close attention of the obstetrician. The 
baby, therefore, is given to a nurse and/or 
placed in a heated crib and usually left 
alone, lying on the right side. Fortunately 
this is usually sufficient. The same is true 
as far as the care of the mother is con- 
cerned. When everything has gone well, 
no physician is really necessary, but in the 
presence of abnormal respiration with 
concomitant problems in the mother, one 
physician is not enough. This may occur 
even in the otherwise normal full-term 
baby, in whom there may develop some 
form of obstructive respiration which, al- 
though temporary, may, if unrelieved, re- 
sult in death. In all instances it must be 
kept in mind that the more lethargic the 
infant, the more difficult is resuscitation 
and the more gentle must be the measures 
used to accomplish it. Successful results 
require the availability of adequate physi- 
cal equipment, such as heated incubators, 
air humidifiers, oxygen, etc. There must 
also be available nurses skilled in the care 
of the newborn, oriented from the pediat- 
ric viewpoint. In addition, the hospital 
should have sufficient laboratory facilities 
for determination of blood chemical values, 
electrolyte content, serum protein content, 
blood typing and blood cultures. In order 
to conserve the baby’s blood, these tests 
should be made by microchemical or pho- 
tometric methods. 

Infection now ranks third among the 
causes of death in babies under 1 year of 
age and is responsible for about 8 per cent 
of deaths during the first few days. These 
are mainly due to sepsis arising from the 
umbilical area, the skin or a circumcision 
site; meningitis; staphylococcic infection; 
pneumonia, and epidemic diarrhea of the 
newborn caused by colon bacilli O-111, 26 
and 55. It is fairly well recognized that 
certain infections may occur within the 
uterus, causing the death of the fetus 
prior to birth or resulting in death in a 
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few days to weeks after birth. Fetal endo- 
sclerosis, encephalitis, peritonitis, toxo- 
plasmosis, histoplasmosis and rubella are 
the best known of these. Some, however, 
do not cause death but result in permanent 
retarding and degenerative processes. If 
the mother has one of the common con- 
tagious diseases at the time of delivery, 
the infant may have it at birth or it may 
develop within the regular incubation 
period. 

Certain congenital anomalies of the 
cardiovascular system, agenesis of parts 
of the central nervous system are incom- 
patible with life, either to the normal end 
of gestation or postnatally. Other anom- 
alies such as tracheoesophageal fistula, 
imperforate anus, renal obstruction, mal- 
rotation of the intestinal tract, pulmonary 
cysts and most cyanotic heart lesions, re- 
quire immediate and early recognition and 
care lest the infant be irreparably 
damaged. 

It is necessary and common practice 
now to perform Rh and ABO typing of 
the parents’ blood as part of the antepar- 
tum program. Likewise, a history .of ane- 
mia, of a known hereditary hemolytic 
form, hemophilia, or of diabetes aids the 
obstetrician, and the pediatrician also 
should be made aware of it, so that proper 
preparation can be made to meet any or 
all emergencies. In the case of the poten- 
tial erythroblastotic infant, the pediatri- 
cian should know the titer of the maternal 
blood during the last trimester of preg- 
nancy. Impending danger, manifested by 
deep jaundice, enlargement of the liver 
and spleen, a positive Coombs reaction, 
lethargy, or a falling blood count with a 
high content of nucleated erythrocytes, 
may be prevented at birth or within a few 
hours. Exchange transfusions of Rh-nega- 
tive blood are necessary to combat this. 
Van den Bergh determinations are neces- 
sary to warn one of the possibility of 
kernicterus and the rate of recovery. The 
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need for repeated transfusions will be evi- 
denced by a falling erythrocyte count, a 
decrease in the hemoglobin level and an in- 
creased Van den Bergh. 

Recently, postmaturity has been recog- 
nized as a cause of neonatal death. Infants 
born after more than 295 to 300 days of 
gestation present a picture of dry skin, 
lack of vernix, xanthochromic amniotic 
fluid, lethargy, loss of weight and dehydra- 
tion. The babies are small, resembling 
dried-up old men. Among primiparous 
women over 26 years of age the incidence 
of postmature infants is about 30 per cent, 
with an overall mortality rate of 36 per 
cent of all deaths. For every such baby 
born alive and able to continue living, five 
or six die during intrauterine life. 

Hyaline membrane disease, occurring 
equally often in the premature and in the 
full-term infant, is responsible for many 
respiratory deaths during the neonatal 
period. Early recognition and persistent 
treatment are necessary to reduce the rate 
of mortality from this cause. 

Intracranial damage, subdural hema- 
toma, intraventricular or subtentorial 
hemorrhage and anoxia may be accidents 
of delivery or may occur without evidence 
of trauma. Convulsions, unusual lethargy 
and difficult feeding in the first three days 
characterize these conditions. It is impor- 
tant to recognize them early, not only to 
eliminate the immediate signs and symp- 
toms but to prevent their causing perma- 
nent handicaps in later life, 

Diabetes during pregnancy requires the 
closest attention to maintaining as nearly 
normal a “sugar metabolic environment” 
as possible for the developing fetus. Many 
offspring of diabetic mothers are over- 
sized, causing difficult delivery with pos- 
sible damage.* Furthermore, they have 
some inborn metabolic fault, with some de- 
rangement of the liver, adrenal or central 
nervous system. Not all of the difficulties 
can be attributed to a “high dextrose en- 
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vironment” that is suddenly lost at birth. 

It is apparent that any increase in fetal 
salvage must depend on elimination of the 
aforementioned causes, plus greater co- 
operation among those concerned with the 
care of both mother and child. The Com- 
mittee on Fetus and Newborn of the Amer- 
ican Academy of Pediatrics has recom- 
mended that a pediatrician be placed in 
charge of the nursery for newborn infants 
and be present at the delivery of prema- 
ture infants and those suspected to be 
abnormal. There should be a trained nurse 
whose sole responsibility is the care of the 
newborn. Furthermore, there must be ade- 
quate physical and laboratory facilities for 
proper care and treatment. 

The science and skill of modern obstet- 
rics is based on the conviction that in time 
of emergency the best is none too good if it 
saves the mother or the child or both. Fur- 
ther, lasting damage to mothers may be 
prevented by the use of the best known 
methods in so-called “normal” labor. Sure- 
ly, the infant should be considered in the 
same light. It is not enough for the pedia- 
trician to be present in case of suspected 
emergencies; he should rather consider 
any birth as a potential emergency and be 
present and ready to meet it. 

Will this make the task of the pediatri- 
cian harder? Yes, but no more time-con- 
suming than the obstetrician’s. Surely the 
public would be glad to support a program 
that would insure a successful conclusion 
to nine months of effort and energy. Only 
by such a cooperative effort will the neo- 
natal mortality rate be reduced below that 
which has stood unchanged for forty years. 


SUMMARY 


The author considers fetal salvage the 
primary present-day challenge to obstetri- 
cians. The hazards of prematurity, infec- 
tion and birth injury are discussed, as are 
adequate physical and laboratory facilities 
and skillful management by obstetricians. 
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ZUSAM MENFASSUNG 


Der Verfasser sieht in der Erhaltung 
des Fétus die erstrangige Aufgabe, die die 
Gegenwart an den Geburtshelfer stellt. 
Die Gefahren des Nichtausgetragenseins, 
der Infektion und der Geburtsverletzun- 
gen, sowie die Bedeutung ausreichender 
technischer Hilfsmittel, von Laboratorius- 
seinrichtungen und geburtshilflicher Ge- 
schicklichkeit werden erortert. 


RESUME 


L’auteur considére, que le premier de- 
voir de l’obstrétricien est la conservation 
de la vie foetale. I] discute les dangers de 
prématurite, infection et blessures pendant 
la couche, de méme que |’importance des 
exercices physiques et de |’aide du labora- 
toire et du travail habile de l’accoucheur. 


BAXTER: FETAL WASTAGE 
RESUMEN 


E] autor comenta la salvacién del pro- 
ducto como un reto de importancia primor- 
dial a los tocélogos. Los riesgos de la in- 
madurez, la infeccién y les lesiones del 
parto son comentadas, en la misma forma 
que las facilidades fisicas y de laboratorio 
y la habilidad terapettica de los tocdélogos. 
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No men can act with effect who do not act in concert; no men can act in concert 


who do not act in confidence; no men can act with confidence who are not bound 


together by common opinions, common affections and common interests. 


—Burke 


Forward as occasion offers. Never look round to see whether any shall note it. 


a result is no trifle. 


Be satisfied with success in even the smallest matter, and think that even such 


—Marcus Aurelius 





A Simple Technic of Skin Retraction in 
Selected Flap Dissections 


AUGUST P. HOVNANIAN, M.D., F.I.C.S., F.A.C.S.* 
BEIRUT, LEBANON 


AND 


H. S. HALEBIAN, M.D., A.I.C.S. 
DALLAS, TEXAS 


HE usual procedure for the protec- 
[tien of incised wounds—covering the 

exposed skin with towels and fixation 
of these to the wound margins by clips— 
is an accepted and safe procedure. If the 
ensuing subcutaneous dissection is limited 
in its extent, sharp pointed rake or hooked 
retractors may be applied, provided they 
are used with discretion. 

However, in wide superficial subcuta- 
neous dissections, when circulation of the 
raised flap is already in jeopardy, a mini- 
mal added trauma to the tissues might 
serve as the trigger for an undesirable 
chain of events. As examples, one could 
cite the wide subcutaneous dissections 
necessitated in the performance of an ade- 
quate operation for cancer of the breast 
or an operation on the inguinal lymphatic 
bed. Rake retractors should not be used 
in these interventions, because of their 
traumatic, pointed ends. Moreover, their 
limited hold on tissues almost obliges the 
assistant to employ unnecessary forceful 
retraction, inviting trouble in the phase 
of tissue repair. 

Hooked retractors are fairly satisfac- 
tory. The inconvenience of their use is the 
necessity for frequent change of the posi- 
tion of the instrument. The “multiple 
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hook” technic entails cumbersome and fre- 
quent repositioning of retractors and also 
complete and constant preoccupation of 
the assistant with them. The “towel clip 
technic” of lifting the flap for dissection 
by “tenting up” the margins of the skin is 
inadequate in its elegance of exposure, un- 
necessarily traumatic and awkward. To 
circumvent these inconveniences, we have 
used the following expedient for wounds 
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Fig. 1—Towel on one side of incised wound fixed 

to the skin by fine interrupted sutures. Cross- 

sectional drawing (right) shows the very super- 

ficially placed suture knots. For clarity and econ- 

omy of space a smaller incision is illustrated. This 

technic, of course, is used for much wider flap 
dissections, 





VOL. XXIV, NO. 4 



































Fig. 2.—Draping and towel fixation completed. 
Note the ease of maneuverability and facility of 
exposure of the subepidermal tissue planes, 


requiring wide subcutaneous dissection. 
This technic combines the toweling of the 
skin with the mechanics of retraction. 


Technic. — After the skin incision is 
made, two towels are laid one on each side 
of the wound. The superficial layer of the 
subcutaneous fascia is sutured with No. 
5-0 silk sutures, on round needles, to the 
towel margin. In case this layer is not well 
developed, the subepidermal tissues may 
be used instead. As little fatty tissue as 
possible is included in the needle bites. The 
sutures are placed 1 cm. apart, the two 
ends of the suture material being left 
equally long. Every five or six sets of 
paired sutures are now held up and twisted 
around one blade of a clamp, which is then 
closed, thus insuring a firm grip on a bun- 
dle of fine suture material (Fig. 1). 

The same procedure is used to fix the 
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towel to the fascia on the opposite side. 
At the poles of the incision the towels are 
clipped together, care being taken not to 
include the skin. These sets of clamped 
threads now serve as pliable, efficient skin 
retractors and elevators ready in place, 
constantly yielding to the desired move- 
ments of the surgeon’s fingers (Figs. 2 
and 3). They are removed at the end of 
the operation, usually by excising the 
superficial fascia at the knots, thus elim- 
inating any trace of injury, however neg- 
ligible, brought about by the act of retrac- 
tion and suturing. 


COMMENT 


This simple technic eliminates the use 
of sharp-pointed retractors in thin and 
wide flap dissections when the exclusion 
of even minima] trauma becomes a pre- 
requisite of uncomplicated wound healing. 
Injury by towel clips to the epidermis is 
also averted. The folding of the flap over 
the dorsa of the surgeon’s fingers during 

















Fig. 3.—Sketch showing how, as the dissection 

continues, the flap may be propped up on the dor- 

sum of the hand. If necessary, the flap may be 
held up vertically. 
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the dissection almost gives a “bimanual” 
feeling of increased perception of tissue 
thickness. The sole disadvantage of the 
procedure is the extra time consumed in 
the placing of the sutures. This, in our 
opinion, is a worth-while premium if the 
dividend is a smoother convalescence, 


SUMMARY 


A simple technic is described in which 
the use of towel clips and instrumental 
skin retraction is eliminated in operations 
requiring wide subcutaneous dissections. 


ZUSAM MENFASSUNG 


Es wird eine einfache Technik beschrieb- 
en, die die Verwendung von Handtuch- 
klammern und von Hautretraktoren bei 
Operationen, die umfangreiche subkutane 
Praeparierung erfordern, ausschaltet. 


OCTOBER, 1955 


RIASSUNTO 


La tecnica descritta consente di elimi- 
nare l’uso di pinze o di altri strumenti per 
distendere la cute durante la dissezione di 
ampie zone di sottocutaneo. 


RESUME 


Une simple technique est décrite élimi- 
nant l’usage des pinces et sans retrousser 
la peau dans des opérations qui demandent 
une large dissection souscutanée. 


RESUMEN 


Se describe una técnica sencilla en la 
cual, el uso de unas pinzas de campo eli- 
mina el instrumental para la separacién de 
la piel en las operaciones que requieren 
una diseccién subcutanea amplia. 


How unobserved and silently is the deep measure of the soul’s endurance filled; 
it mounts the rim, trembles a moment there, then like a torrent overflows—the vast 
relief of action. This hour you are bound by the whole habit of your life and 


thought; the next by unerring impulse of the soul you are free. How strong and 
swift is pride to clear itself, from misery or joy, from crowds, from ease, from fail- 
ure, from success, from the recurrent brim-full, the too-much! Forever shall man 
seek the solitudes, and the most utter desolation of the wilderness to achieve through 
hardship the rebirth of his pride. 

—Kent 


The most beautiful and most profound emotion we can experience is the sensa- 
tion of the mystical. It is the power of all true science . . . To know that what is 
impenetrable to us really exists, manifesting itself as the highest wisdom and the 
most radiant beauty which our dull faculties can comprehend only in their most 
primitive forms—this knowledge, this feeling, is at the center of true religiousness. 


—Einstein 





Effects on the Throat and Larynx of Smoking 


Filtered and Unfiltered Cigarettes 


MORRIS FISHBEIN, M.D. 
CHICAGO, ILLINOIS 


membranes. The duration and inten- 

sity of the exposure, the composition 
and form of tobacco that is smoked, the 
heat of the smoke, the other ingredients of 
the smoke beyond those derived from the 
tobacco, and the nature of the tissues of 
the person doing the smoking may deter- 
mine the severity or chronicity of the in- 
flammation. Perhaps specific sensitivities 
are concerned, although these do not seem 
to be especially significant. Nevertheless, 
the tissues of some persons react more 
easily and more intensively to irritant sub- 
stances than do those of others. 


The technics that have been utilized to 
determine the extent of irritation include 
comparative studies of smokers using one 
or another type of cigarette for a period 
of time; blowing of smoke into the eyes, 
noses and throats of rabbits; observing 
the diameter of the blood vessels of the 
uvula after the smoking of various brands 
of cigarettes; attempts to match the color 
of the pharynx with the Tallqvist color 


"[ rseibran smoke can irritate mucous 


standards for hemoglobin, and the use of - 


a colorimeter employing a photoelectric 
tube to measure the intensity of light re- 
flected by the pharynx when illuminated 
by a standard source of light. 


Investigation.—At the request of the 
manufacturer of the Micronite filter tip 
cigarette, several simple experiments have 
been conducted to determine whether or 
not persons with so-called smoker’s throat 
would show any acceptable improvement 
on changing to a filter cigarette that had 
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been proved capable of eliminating a high 
percentage of tars and nicotine. The two 
important symptoms commonly attributa- 
ble to smoking are cough and expectora- 
tion. 

A group of 20 physicians, inveterate 
smokers with cough, agreed to discon- 
tinue their usual cigarettes and to smoke 
the Micronite filter cigarettes exclusively 
for two months. All these physicians 
were young or middle-aged. Most of 
them were practitioners. Some of them 
were resident physicians in a large gen- 
eral hospital. They knew the object of 
the investigation and were presumably 
as objective a group as one could obtain 
under the limitations imposed, It may be 
said further that these were persons who 
would not be apt to give a biased opinion 
merely because they were supplied with 
free cigarettes over a period of time. It 
was proposed at first that the subjects be 
in-patients in a large hospital ward, but 
the objections to this type of material 
seemed obvious. Most patients compelled 
to remain in a hospital for two months or 
longer would be apt to be suffering from 
some protracted illness, which would re- 
duce their interest in life generally, and 
might impair their appetite for tobacco. 
They might feel that they would please the 
doctor by giving him the answers they 
thought he wanted. 

The group under study were not only 
presumably well but, as physicians, were 
able to answer in the negative as to the 
presence of other conditions that would 
cause similar complaints; namely, broncho- 
pulmonary disease, nasal sinusitis, nasal 
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allergy and catarrhal postnasal drip. 

Each person in the group was what 
would be called a heavy smoker. Most of 
them used at least a package of cigarettes 
a day, and many of them used more. They 
all inhaled. 

Because these men were physicians, in 
addition to detailing their symptoms be- 
fore and after smoking the cigarettes, they 
offered a number of comments which may 
be considered pertinent. Some of them 
questioned the validity of the individual 
observations. They said the answers were 
“subjective” and for this reason were 
weaker than a so-called “objective” re- 
sponse. Such objective changes would be 
alterations in the color of the pharynx, 
alterations in the mucosa before and after 
the experiment, and certain types of bron- 
chopulmonary studies. These would in- 
clude determination of tidal air, vitality 
capacity, maximum breathing capacity, 
shortness of breath, etc. 


Some of the participants in the study 
wondered whether the previously smoked 
cigarette could serve as an adequate con- 


trol for the experiment. Perhaps they 
thought a number of cigarettes should 
have been supplied, all similar in appear- 
ance, but with variations in the filters, and 
in the tobacco. 

However, I believe that such a test as 
was conducted, while not rigidly controlled, 
and not to be considered the equivalent of 
a laboratory study, approaches the best 
that one can do on human beings, par- 
ticularly because the medical training and 
economic status of the subjects were such 
as not to allow them, or to induce them, 
to color their observations, 
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Out of 18 physicians undergoing this 
study, 14 reported decided improvement in 
cough, 2 some improvement and 2 no im- 
provement. As to expectoration, 11 re- 
ported decided improvement, 2 some im- 
provement and 4 no improvement; 1 phy- 
sician failed to respond on the question of 
expectoration. 

A similar experiment was conducted in 
Los Angeles, involving 24 persons who had 
what they themselves called cigarette 
cough. In addition to this group, 20 others 
were advised to switch to the filtered ciga- 
rette. Among the 24 persons with cigarette 
cough, 22 switched to the Micronite filter. 
Among the second group of 20, 14 
switched to the Micronite filter. 

The observer reports that all of those 
who changed to the filter cigarette re- 
marked on the decrease in the amount of 
mucus in the throat and an accompanying 
disappearance of cough. Seven of the 44 
subjects commented that discoloration of 
the teeth had disappeared within a few 
days after changing to the filter cigarette. 
Occasional comments also noted that the 
tongues were clear, that the mouths felt 
fresh, and that food seemed to taste better. 

These experiments indicate that a de- 
crease in the amount of tars and nicotine 
such as is brought about by the use of an 
adequate filter tip cigarette will have, in 
most instances, an appreciable effect on 
lessening the irritation that results in the 
widespread coughing and expectoration 
frequently observed in persons who have 
smoked considerably over a long period of 
time.* 


*The case reports are available to those who wish further 
information. 
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The Technic of Administration of a Local 
Anesthetic for Repair of Cleft Lip in Infants 


W. H. STEFFENSEN, M.D. 
GRAND RAPIDS, MICHIGAN 


outlined here is applicable only to in- 

fants up to 2 months of age. Older 
infants do not cooperate to the degree nec- 
essary for meticulous work with a safe 
range of premedication and are, therefore, 
placed under general anesthesia. It can be 
parenthetically stated that I prefer to 
operate on a baby with cleft lip as soon 
as the birth weight has been regained, for 
reasons not related directly to this article. 

Local anesthesia for infants has long 
been employed, and the program to be de- 
scribed is not new except for some addi- 
tions made to time-honored methods and 
perhaps a few refinements of administra- 
tion. 

The idea for use of the method was 
given by Dr. William C. Meloy when I 
watched him use paregoric and whiskey 
anesthesia for infants twenty-two or 
twenty-three years ago. Later consulta- 
tion with Dr. Thomas Gordon, a pediatri- 
cian, now deceased, indicated the tremen- 
dous relative tolerance of young infants 
for drugs. He suggested the use of pheno- 
barbital in addition to paregoric and whis- 


[cnt simple, safe anesthetic technic 
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key, for its synergistic effect. A combina- 
tion of these drugs has been used during 
the past several years. 

I have used the method in 265 cases. 
There have been no fatalities, and in only 
1 case has there been any difficulty sug- 
gesting sensitivity to the drugs. In this 
case the child had respiratory depression 
for eight hours. At that time, however, 
larger doses of the medication were given 
than are now being used. 

The following is the schedule of dosage 
established on the basis of the assumption 
that the infant will be first on the day’s 
operative schedule (8:00 in my routine) 
since it is my preference to operate on 
infants early in the morning: 

Last feeding at 6:00 a.m. 

Elixir of phenobarbital, 4 cc.@6:00 a.m. 

Elixir of phenobarbital, 4 cc.@6:30 a.m. 

Paregoric 4 ce. 
Whiskey 8 ce. 
Sweetened water qs 60 cc. 

Feed half of this mixture by gavage at 

7 a.m. Leave the gavage tube in place and 


send the remainder of the solution to the 
operating room with the infant. 
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Should the baby appear unduly respon- 
sive to his environment, an additional 
quarter of the solution should be given 
prior to removal of the gavage tube. 
Rarely is it necessary to do this, and al- 
most never is it necessary to give the full 
amount. 


Surgical preparation is then carried 
out. The outline of the operative area is 
marked prior to infiltration of the local 
anesthetic solution. The child protests 
mildly and temporarily at each needle 
prick and also during infiltration of the 
local anesthetic solution, which is 1 per 
cent procaine hydrochloride with added 
epinephrine. I allow a few minutes for 


the latter to become effective and then be-. 


gin the operation. In the great majority 
of cases the operation can be done with- 
out vocal’ protest or any movement of the 
child’s head. Undue tugging on the tissues 
must be avoided, but this seems to serve 
as a stimulus toward atraumatic surgical 
maneuvers. 

On completion of the operation the gav- 
age tube is reinserted into the stomach, 
and any remaining drug is removed by 
washing. Ninety cc. of water is then in- 
stilled as a fluid substitute for the feeding 
the infant will miss because of drowsiness. 
The child will be sufficiently awake to take 
at least a portion of his 2 o’clock feeding 
and is completely alert for the next one. 

The distortion of the lip produced by in- 
filtration of local anesthesia does not alter 
the desired end result if the markings 
have been made prior to infiltration and 
the amount of infiltrate is equally distrib- 
uted on the two sides of the cleft. Bleeding 
is distinctly minimized by the epinephrine 
added to the local anesthetic, and the ma- 
jor lip vessels need be clamped for only a 
few moments. They rarely need to be tied. 

An additional advantage is the absence 
of the appliances used for general anes- 
thesia, such as tubes and catheters, from 
the surgical field. This has been overcome 
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in infants over 2 months of age when a 
basal dosage of avertin or rectal pentothal 
is used in conjunction with the local in- 
filtration. 


RESUME 


L’auteur decrit une technique d’anal- 
gésie locale pour la correction opérative du 
bec de liévre chez les bébés jusqu’a l’age 
de deux mois. I] a employé cette méthode 
265 fois sans mortalité et dans un seul cas 
il y avait de la difficulté; Probablement il 
s’agissait d’une sensibilité au médicament 
employé. 


ZUSAM MENFASSUNG 


Der Verfasser beschreibt eine Technik 
der Lokalanaesthesie bie der chirurgischen 
Behandlung der Hasenscharte bei Saeug- 
lingen der ersten zwei Lebensmonate. Er 
hat das Verfahren in 265 Faellen ohne 
Todesfall angewendet. In einem Fall trat- 
en gewisse Schwierigkeiten auf, die auf 
die Moeglichkeit einer Ueberempfindlich- 
keit gegen das angewandte Mittel hin- 
wiesen. 


RESUMEN 


E] autor describe una técnica de anes- 
tesia local para la correccién quirtrgica 
del paladar hendido en nifios hasta de dos 
meses de edad. El método se utiliz6 en 365 
casos presentandose tnicamente un caso 
de hipersensibilidad. No hubo ningtin caso 
de muerte. 


RIASSUNTO 


Viene descritta una tecnica di anestesia 
locale per l’intervento di palatoschisi nei 
bambini fino a 2 mesi di eta. Il metodo é 
stato usato dall’autore in 265 casi, senza 
mortalita; solo in un paziente si ebbe qual- 
che disturbo da intolleranza al farmaco 
usato. 





Editorial 





Experiences in the Practice of 


Surgery in the Far East 


HE story of seven years of surgery 
‘Tis the Tropics, in a place where the 

practice of surgery is in its infancy 
will seem a bit incongruous to the surgeon 
of today whose practice is facilitated by 
modern methods and equipment. 


The success of surgery depends upon 
many things: the surgeon, his assistants, 
the adjunct personnel of the hospital, the 
nursing staff, medical consultants, the 
clinical laboratory and a host of others. 
The real test of surgical skill is posed 
when many of its supporting components 
are missing or inadequate, and yet it pro- 
duces its desired effects. Such conditions 
as these are often the starting point of 
new discoveries, as was evident during 
World War II. What we have achieved 
surgically in East Pakistan and what we 
plan to do in the future may be said to be 
one of the facets of the history of inter- 
national surgery and also the climax of a 
chapter in the history of surgical progress 
in the United States, where the desires 
and ideas of what must be accomplished 
were born. 

In order to present an adequate explana- 
tion of our surgical problems in East Paki- 
stan, a brief glimpse of the background 
and of the country is essential. East Paki- 
stan is 13,000 air miles east of New York, 
a bit more than halfway around the world. 


Read at the Twentieth Annual Congress of the United 
States and Canadian Sections, . College of Sur- 
geons, Philadelphia, Sept. 12-15, 1955. 

Submitted for publication Sept. 20, 1955, 


This wing of Pakistan is about the size 
of the state of Texas but has a population 
of 45,000,000. The climate is hot and ex- 
tremely humid, the humidity being 90 to 
100 per cent during at least six months of 
the year. The average height above sea 
level is 1 foot, and the annual monsoon 
lasts between four and six months. 


By the now famous “partition” of 
August 1947, the Indian subcontinent was 
divided into two sovereign states, the do- 
minions of Pakistan and India. It was 
soon after this event that I had my first en- 
counter with East Pakistan. This portion 
of the newly formed dominion comprised 
the Province of East Bengal. West Bengal, 
with the world-famous city of Calcutta, be- 
came part of India. Prior to the events of 
August 1947, East Bengal had been de- 
pendent on Calcutta for anything that re- 
sembled modern medical and surgical care. 
It was here that the large medical col- 
leges and hospitals were located, and now 
it lay across a national boundary, no 
longer available to the masses of the 
people to the East. 

In the new state of East Pakistan there 
existed only medical schools for the train- 
ing of licentiates in medicine. In 1948 a 
medical college offering the bachelor’s de- 
gree in medicine was opened in Dacca. 

East Pakistan’s 45,000,000 people are 
scattered chiefly over rural areas and lead 
an agricultural life. Less than 1,000,000 
are in the cities, There are about 55 
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government hospitals, most of them with 
fewer than 30 beds, which provides 1 
hospital bed for every 22,000 of the popu- 
lation. There is 1 doctor (including licenti- 
ates) for every 20,000 of the population, 
and many of these medical practitioners 
are centered around the cities. For the en- 
tire Province there are only 270 registered 
nurses, only a fraction of whom are ac- 
tively engaged in nursing. 

It was in 1948 that we of the Medical 
Mission Sisters began our small hospital in 
Mymensingh, the largest district of East 
Pakistan, with a population of 6,000,000. 
The one existing Government hospital in 
the Mymensingh District had lost its pre- 
partition surgical staff, owing both to the 
exodus of the British and to the transmi- 
gration of the Hindus and Muslims at the 
time of partition and thereafter. 

When one lives in a bamboo hut with a 
mud floor, earns an average of 45 cents a 
day, if lucky enough to be employed, has 
usually only one meal a day, consisting of 
rice and a highly spiced kind of stew, has 
little or no clothing and no means to buy 
it, has no means of transportation except 
walking or riding in a bullock cart, has 
never had any education, has only the vil- 
lage well or the ever-present pools of shal- 
low water as a source of water supply and 
absolutely no sanitation, it is easily under- 
stood that one might suspect offers of help 
to change the situation, particularly those 
pertaining to the body. 

Because of past experience, we realized 
that what was most necessary for im- 
provement of medical conditions in the 
Province was the systematic, planned 
training of native personnel so that they 
would eventually spread out and bring 
medical care to the most remote villages. 
It took time, firmness, patience and under- 
standing of the people’s background and 
problems to win their confidence. Chiefly, 
we had to combat the old practice of treat- 
ment in the home, where conditions were 
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most unsanitary, rather than in the hospi- 
tal. Our hospital soon became the surgical 
center for the area. Not infrequently, pa- 
tients came from 150 to 200 miles away 
for operations. Soon, about 90 per cent of 
our admissions were surgical. 

The Mymensingh hospital was a long, 
low shed-type building with an asbestos 
roof, plaster board partitions and woven 
bamboo ceilings. One such room as this be- 
came our operating theater. Our equip- 
ment was minimal but basic. A typical 
team for major surgical procedures in our 
operating room was the Sister anesthetist, 
I, myself, as surgeon, one of the Bengali 
Sister nurses as my assistant and another 
as scrub nurse. Under these conditions 
more than 5,000 operations were per- 
formed in the first five years, one third of 
which were major. 

The actual operations performed can be 
approached from two standpoints, each of 
which is a major problem: (1) Surgical 
conditions met with in the States, in the 
light of the alteration of approach and 
treatment necessitated by the influence of 
the Tropics, or (2) the surgical treatment 
of tropical diseases. 

A short discussion of the first seems 
more appropriate here. Contrary to prac- 
tice in the United States, patients are not 
referred to us, nor do we see them for pre- 
liminary examination and diagnosis. They 
just come to the outpatient department 
from far and wide. Not a single one pre- 
sents a straightforward, uncomplicated 
pathologic picture, and in most instances, 
if we are to give the patient his one pos- 
sible chance for survival, we cannot take 
time to make him a good surgical risk. 
This sounds contradictory but will be 
easily understood as the discussion con- 
tinues. We know that in most cases, in ad- 
dition to the complaint that actually brings 
the patient to us, he is probably suffering 
from one, all or a few of the following 
conditions: secondary anemia; a hemoglo- 
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bin level too low to read (a common occur- 
rence) ; avitaminosis; amebiasis; ascari- 
asis; malaria; kala azar, hookworm; 
syphilis, or tuberculosis. Except in the 
case of the two last-mentioned diseases, 
the patient has more or less learned to live 
with his parasites. He may be extremely 
lethargic and emaciated, but if he did not 
have a remarkable resistance he would 
have succumbed long before. 

There is, under present circumstances, 
no such thing as “elective surgery,” as re- 
gards the type of complaint, the condition 
of the patient or climatic conditions. Each 
case must be regarded more or less as an 
emergency and the patient treated accord- 
ingly. The reasons for this are chiefly 
three: (1) The patient’s general condition 
is poor, and we know from experience 
that instead of improving under a sug- 
gested routine, he would grow worse, be- 
cause (2) owing to economic conditions, 
he is not able to follow the therapy sug- 
gested unless he remains in the hospital, 
and with our limited accommodations this 
is not possible; (3) nor will he return to 
the hospital for the required next step, 
since he usually lives so far away and the 
effort of coming is so great, especially if 
he feels slightly improved after any 
therapy he may have been given. 

As far as climatic conditions are con- 
cerned, the natives are built for the Trop- 
ics. They freeze in our pleasantly cool sea- 
son and thrive when we wilt in the heat. 
Therefore, most of our operations are 
done in the extremely hot “hot season.” 

Consequently, a patient who needs sur- 
gical treatment is admitted to the hospital 
at once, prepared in the simplest manner 
possible for the operation required, and 
operated on as soon as possible. The treat- 
ment of concurrent complaints is left to 
the postoperative period. Actually, nine- 
tenths of the time, in order to give the 
patient his one chance of survival, we are 
operating on persons who in the United 
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States would have been classified as risks 
too poor to tackle, with the amazing re- 
sult that our overall fatality rate is about 
0.3 per cent. Postoperatively, the patient 
is satisfied to remain much longer than 
would be ordinarily necessary here, and 
he leaves the hospital generally improved 
as well as surgically cured. One might ask 
why he will stay after the operation when 
he will not follow a preoperative routine. 
The only plausible answer is that, being 
uneducated, he responds favorably to the 
practical demonstration of what is bene- 
ficial for him. 

The condition of the patient, as well as 
our own setup, forces us to use chiefly 
open drop ether and spinal or local anes- 
thesia. Because of the generally poor con- 
dition of our patients, we are forced to 
operate with extreme care but with the 
greatest speed possible. Ignorance and a 
highly nervous temperament necessitate 
heavy sedation with spinal and local anes- 
thesia. The question may arise as to the 
advisability of using spinal anesthesia in 
the presence of debility with its concur- 
rent hypotension. Two factors aid us here: 
the fact that the people in general are 
sensitive to small doses of spinal anes- 
thetics, which permits us to employ anes- 
thesia of longer duration than one would 
expect and the fact that speed on our part 
is absolutely necessary. 

Postoperatively, aside from widespread 
anemia, avitaminosis and parasitic infes- 
tations, dehydration and infection are our 
chief problems. We make our own par- 
enteral solutions, with great difficulty. 
Antibiotics are scarce and costly. Some- 
how we always manage to have a supply, 
and again the fact that the patient re- 
sponds to a much smaller dose than in the 
States is a great help. 

From a general surgical standpoint, the 
conditions we encounter are those that 
call for abdominal, plastic and bone opera- 
tions and those in which the trouble has 
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been caused by obstetrical complications. 


The incidence of peptic ulcer is very 
high, accounting for 20 per cent of our 
major operations. The Bengalis are of a 
highly nervous temperament, despite the 
slow pace of their life, and their diet is 
highly spiced. We have found it to the pa- 
tients’ advantage to handle this condition 
with the simplest surgical procedure pos- 
sible. When the patient is seen for the 
first time, the complaint is usually of very 
long standing and beyond all hope of medi- 
cal therapy. Most frequently we use a 
posterior gastrojejunostomy and have 
very satisfactory results. We realize that 
this is not generally considered the opera- 
tion of choice for peptic ulcer but are con- 
vinced that, both from the standpoint of 
the preoperative condition of the patients 
and the facilities available to us, it is the 
operation of choice for us. In our series 
we have had only one postoperative death, 
which in my opinion was due to ignorance 


on the part of the patient—he became pro- 
foundly acidotic, owing chiefly to his re- 
fusal to cooperate in the postoperative 
treatment. We have kept as close a check 
as possible on our patients and know of 
only 2 cases of ulcer occurring at the site 


of the anastomosis. Malignant disease is 
not a major problem for us, as the average 
life expectancy is twenty-seven years. Pre- 
operatively we use a modified routine of 
three days’ preparation in the way of diet, 
gastric lavage, cleansing of the bowel and 
administration of antibiotics. Postopera- 
tively we have been forced to adopt a pro- 
cedure that follows as closely as possible 
the principles of therapy after gastric pro- 
cedures in the United States but use the 
resources available in our locality. 


Intestinal obstruction is frequent, the 
chief cause being intestinal parasites. 
Splenomogaly, hopatic cysts and abscesses 
are other prominent and interesting ab- 
dominal problems. Fibroid uteri, huge 
ovarian cysts, dermoids and an extremely 
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high incidence of pelvic inflammatory dis- 
ease present many interesting cases. 

As regards plastic procedures, we are 
confronted with an unusually high inci- 
dence of malformation of the oral and 
nasopharyngeal cavities. The fact that we 
seldom see these deformities early, to- 
gether with the extremely poor oral hy- 
giene of the patients, makes our task a 
complicated one. The results, however, 
even under these circumstances, have been 
most encouraging. 

Cooking and whatever heating is neces- 
sary in the “cold” months is done around 
an open fire. Consequently there are many 
severe burns. Very rarely are these given 
immediate treatment; always there is 
secondary infection. Owing to social cus- 
tom these afflictions tend to be hidden, 
especially in the case of girls and women. 
Many severe contractures result, which 
more than test one’s skill at plastic re- 
pair. The ever-present anemia, avitami- 
nosis and infection further complicate 
matters, as do the patient’s extremely poor 
habits of hygiene. We have always found 
those cases a most interesting challenge, 
however, and our results have been amaz- 
ing. Here again, once we have acquired a 
patient we are forced to keep him in the 
hospital until all of the necessary work is 
done. There is no visit home between 
stages; either he will not return or he will 
have had some mishap that will undo what 
has been done. Tube grafts have not been 
particularly successful, owing chiefly to the 
great difficulty in getting the patient’s co- 
operation. Pinch and split thickness grafts 
work very well now that we have devised 
ways of preventing poor hygiene from 
causing infection both in the donor and 
the recipient area. 

In the field of bone surgery, neglected, 
infected and unusual types of fracture, 
with their consequent malformations, to- 
gether with an extremely high incidence 
of chronic osteomyelitis, account for most 
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of our cases in this field. Widespread 
calcium deficiency further complicates 
matters. 

The Moslem custom of the seclusion of 
women has prevented them for centuries 
from receiving proper medical attention. 
In the strict sense of the word, no men ex- 
cept those of her immediate family may 
see the face of a Moslem woman, This se- 
clusion confines the women and prevents 
them from getting proper exercise and 
sunshine. Unbelievable pelvic malforma- 
tions result, with consequent complications 
at the time of delivery. Inadequate care in 
the face of these complications causes in- 
fant and maternal mortality and mor- 
bidity that is appalling. Among the many 
postpartum complications, perhaps the 
most interesting to the surgeon are the 
old, long-standing vesicovaginal fistulas 
about the size of a silver dollar. These are 
commonly seen. It is impossible to repair 
them from below, owing to their size and 
the concurrent adhesions. The women so 
afflicted are social outcasts. We, being 
women, meet no barriers in our relation 
with the women “in purdah.” We are able 
to mingle freely with them and have per- 
suaded a few to allow us to perform 
ureteral transplants. We use a modified 
Coffey technic, transplanting one side at 
a time and again employing our own pre- 
operative preparation and postoperative 
care. It is necessary to keep the patient in 
the hospital for the entire month which 
we consider the minimal interval between 
stages. Otherwise, as usual, we should 
probably not see her again for the second 
stage. Having not the faintest conception 
of anatomy, she thinks after the first 
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operation, since the “leak” is still present, 
that the operation has been a failure. 
After the second stage and her restoration 
to a regular life, word of the cure spreads 
about. In a period of two years we had a 
series of 30 cases, in which there was only 
1 death. After five years, the remaining 
29 patients are in good health and have 
good renal function. 


The practice of surgery in the Far East 
presents so many and such diverse prob- 
lems that it would be possible to go on and 
on enumerating them, always highlighting 
something unusual from any number of 
aspects. It is stimulating beyond descrip- 
tion and presents a challenge few things 
can equal. 

With great difficulty, we have finally 
achieved the construction of a new modern 
hospital in Dacca, the capital city of East 
Pakistan, which I mentioned earlier as 
our dream for a nucleus from which better 
medical and_ surgical facilities could 
spread throughout the country. This hospi- 
tal will be opened within the next few 
months. In it we have provided for a blood 
bank, an adequate supply of intravenous 
fluids and the best and most modern ad- 
junct facilities it is in our power to pro- 
vide. Because of the complexity of the 
problem and the great influence of socio- 
economic affairs on our efforts toward the 
advance of surgery in East Pakistan, we 
realize that it will be many, many years 
before it will approach the status of sur- 
gery in the United States, but at least the 
foundations are being laid. 


SISTER M. BENEDICT YOUNG 


S.C., M.M., M.D., F.I.C.S. (Hon.) 
Dacca, East Pakistan 
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Books Received.—The following books 
have been received by the Editor; they 
will be reviewed critically as space and 
facilities permit. Omission of more ex- 
tended review, however, is not to be 
taken as criticism of the merit of the 
book. 











Legal Medicine, Pathology and Toxicology. 
By Thomas A. Gonzales, Morgan Vance, Mil- 
ton Helpern, and Charles J. Umberger. 2nd 
ed. New York, Appleton-Century-Crofts, Inc., 
1954. Pp. 1849. Profusely illustrated. 

Les Vomissements du Nourisson: Etude 
critique, Diagnostic étiologique, Indications 
thérapeutiques. Par Emilio Roviralta. Edi- 
tion revue et augmentée par |’auteur en 1952. 
Adaptation fraficaise de Bernard Duhamel, 
d’aprés la traduction de Edouard Del Castil- 
lo Japuolot. Paris, Editions Médicales Flam- 
marion, 1952. Pp. 236. Illus. 

Technique de la Chirurgie du Sympathique 
et de ses Infiltrations. Par O. Lambret, P. 
Razemon, et P. Decoulx. 4e éd.: Paris, G. 
Doin & Cie, 1953. 115 figures et 4 planches. 

Cystites Invétérées et Algies Pelviennes, 
leur Traitement par Infiltrations Anesthési- 
ques et Neurotomies Chirurgicales. Par Ray- 
mond Darget et Rolland Ballanger. Paris, 
Masson & Cie, 1954. Pp. 118. Illus. 

El Dranaje en Cirugia. Por Domingo Prat. 
Montevideo, Imprenta Rosgal, 1954. Pp. 166. 
Illus. 

Aspectos Quirurgicos de la Estasis Biliar. 
Por J. Pi-Figueras, con V. Artigas y A. 
Llaurad6. Madrid, Asociacién Espajfiola de 
Cirujanos, n.d. Pp. 155. Illus. (III Congreso 
Nacional de Cirugia, Granada, Septiembre 
de 1953). 

La Aortografia Abdominal. Por Ramon 
Carillo, Raul F. Metera, y Juan de Dulacska. 
Buenos Aires, Lopez & Etchogoyen, S.R.L., 
1954. Pp. 114. Illus. 

Sindromi Dolorose dopo Interventi Gastri- 
ci e loro Terapia Chirurgica. Per Luigi Leo- 
poldo Bracca. Torino, Minerva Medica, 1952. 
Pp. 178. Plates. 

Thorakoskopische Eingriffe am Nerven- 
system. Von E. Kux. Stuttgart, Georg Thie- 
me, 1954. Pp. 180. 48 Teils mehrfarbigen 
Abbildungen. 


Pratique de L’intubation intra-trachéale 
en Anesthésie. Par Henri Gibert. Paris, G. 
Doin & Cie, 1953. Pp. 188. 39 figures. 

Pheochromocytoma and the General Prac- 
titioner. By Joseph L. DeCourcy and Cor- 
nelius B. DeCourcy. Cincinnati, DeCourcy 
Clinic, 1952. Pp. 165. 

The Year Book of Obstetrics and Gynecol- 
ogy, 1954-1955. Ed. by J. P. Greenhill. Chi- 
cago, Year Book Publishers, 1954. Pp. 544. 
Abstracts. 

Anuario Bibliografico Peruano de 1949- 
1950. Ed. by Alberto Tauro. Lima, Biblioteca 
Nacional, 1954. Pp. 427. (Ediciones de la 
Biblioteca Nacional-IX.) 

A general bibliography. I. Books and pam- 
phlets. II. Periodicals. III. Bio-bibliogra- 
phies. IV. Bib. of librarianship. Fully in- 
dexed, with cumulative contents of the 
series. 

Part I contains a section on medical 
sciences. 

Hugh Roy Cullen, a story of American 
Opportunity. By Ed Kilman and Theon 
Wright. New York, Prentice-Hall, 1954. Pp. 
376. Illus. Biography of a distinguished 
medical benefactor. 

Diseases of the Skin, for Practitioners and 
Students. By George Clinton Andrews. 4th 
ed. Phil. and London, W. B. Saunders Co., 
1954. Pp. 877. 777 illus. 

La Valvola Mitrale: Aspetti anatomici, 
fisiologici, clinici e chirurgici. Per Michele 
A. Chiechi e Charles P. Pailey (sic). Roma, 
Pensiero Scientifico Ed., 1954. Pp. 561. Illus. 

The History of the Samaritan Free Hospi- 
tal, with an Appendix on the London Hos- 
pitals and infirmaries. By Arnold Whitaker 
Oxford. Cambridge, W. Heffer & Sons, Ltd., 
1931. Pp. 96. 

Patologia del Estomago Operado: II Con- 
greso Argentino de Gastroentoerologia, Mar 
del Plata, 13-18 de Abril de 1953. Contribu- 
tors from Sociedad de Gastroenterologia de 
Buenos Aires, Asociacién Argentina de Ra- 
diologia, and Sociedad Médica de Mendoza. 
Buenos Aires, Ed. Universitaria, 1954. Pp. 
482. Illus. 

Verhandlungen der Deutschen Gesell- 
schaft fiir Chirurgie, 70 Tagung, 7-11 April 
1953. Berlin, Springer Verlag, 1953. Pp. 768. 
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Surgery of the Heart. By Charles P. 
Bailey. Philadelphia: Lea & Febiger, 1955. 
1,452 illustrations; 3 color plates. 


This book by Charles Bailey will be warmly 
welcomed by all, whether directly or indirectly 
interested in cardiac surgery. Here one of the 
most versatile and experienced pioneers in the 
field has created a comprehensive work in 
which the manner of approach to diseases of 
the heart is discussed in masterful fashion and 
with carefully considered criticism. 

In the first of three sections entitled “Gen- 
eral Considerations,” R. S. Litwak describes 
the fascinating history of cardiac surgery, 
following which are chapters entitled ‘“Anes- 
thesia for Cardiac Surgical Operations” by 
K. K. Keown, “Cardiac Resuscitation” by K. 
K. Keown, M. L. Buckley and H. 8S. Ruth, “‘Hy- 
pothermia” again by K. K. Keown and, to con- 
clude, “The Heart-Lung Machine” and “Ex- 
ploratory Surgery of the Heart.” 

The second section, which covers some 325 
pages, deals with operation for congenital 
heart disease, and the third discusses the sur- 
gical treatment of acquired heart disease. 

The most important chapter in the last sec- 
tion is the one dealing with the surgical treat- 
ment of mitral stenosis, and one can say 
truly that in thoroughness, evidence of clinical 
acumen and wealth and variety of clinical ma- 
terial it is unsurpassed in the literature. 

Numerous excellent sketches of technic, 
roentgenograms, and photographs of patients 
and pathologic specimens illustrate the text. 

Those who have known Charles Bailey as 
the skillful and daring surgeon who first 
reintroduced commissurotomy for the stenosed 
mitral valve and developed an _ ingenious 
method for closure of septal defects have the 
opportunity to become acquainted, in this 
beautiful work, with a truly great clinician 
and his method of carefully weighing indica- 
tions and contraindications and presenting 
with the utmost clarity the dangers attached 
to the various procedures, the possible mishaps 
and their mastery. 


No one who has studied the book can escape 
from being profoundly impressed by the 
amount of work, experience, concern and suc- 
cess that have gone into its creation. Surgeons 
of all countries have good reason to be grate- 
ful to Charles Bailey for having written a 
true classic. 

R. NISSEN, M.D. 


NEW BOOKS 


Operative Orthopaedic Clinics. By Lewis 
Cozen and Alvia Brockway. Philadelphia: 
The J. B. Lippincott Company, 1955 Pp. 
329, with 310 illustrations. 


The authors of Operative Orthopaedic 
Clinics are orthopedic surgeons well recog- 
nized for their contributions to this specialty. 
Paul E. MacMaster, who collaborated with 
them, is clinical professor and acting head of 
the Department of Orthopedic Surgery of the 
University of California at Los Angeles. 
These three have compiled a record of opera- 
tions performed by various surgeons. As the 
two primary authors have stated in their pref- 
ace, this gives the reader an opportunity to 
peer over the shoulder of each of several well- 
known and skilled orthopedic surgeons in their 
own operating rooms. Specific operations are 
described, the procedure being outlined step by 
step; the patient’s age is given, and the gross 
observations are presented. At the close of the 
description, in many instances, comments by 
one of the authors are appended. These added 
notes increase the value of the book and en- 
hance its interest. 


The book contains 310 illustrations, most of 
which are line drawings. This diagrammatic 
presentation makes it easy for the reader to 
follow the procedure described in the text 
when there are enough drawings for any one 
operation. In some instances the illustrations 
of a particular operation are adequate, but for 
many of the operations described there is only 
one illustration, although the technic could be 
adequately demonstrated by approximately 
three line drawings. 


The operations are divided according to 
anatomic regions. The first six chapters are 
headed as follows: (1) The Hip; (2) The 
Knee and Miscellaneous Lesions and Defor- 
mities of the Lower Extremity; (3) The 
Spine; (4) The Upper Extremity; (5) Plastic 
Operations, and (6) The Foot and Ankle. 
Chapter 7 deals with fractures not mentioned 
in the chapters that were subdivided accord- 
ing to regional anatomy. One wonders why 
plastic operations (Chapter 5) were inserted 
between two of the chapters dealing with 
operations from the regional anatomic stand- 
point. 

Perhaps the greatest value of this book lies 
in its usefulness to the experienced orthopedic 
surgeon who wishes to compare his own meth- 
ods with those of others. 


EDWARD L. COMPERE, M.D. 
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The Story of Medicine. By Kenneth 
Walker. London: The Oxford Press, 1955. 
Pp. 348. Illustrated. 


The well-known author of this book, a 
Fellow of the Royal College of Surgeons and 
the Royal Society of Medicine, has produced 
that rarest of literary phenomena, a book 
that is scholarly but never obscure. There 
is a truism, “The subtlest art consists in 
the concealment of art,” which is only an- 
other way of saying that the best final prod- 
uct in any intellectual sphere is that product 
which conceals the infinite, painstaking la- 
bor that constructed it. Dr. Walker’s book 
is so delightful to read, so full of incidental 
quiet humor, so thickly studded with anec- 
dotes about the great physicians and sur- 
geons of the past and so interlarded with 
the author’s own shrewd comments that the 


reader need not be surprised if he realizes: 


for the first time, after he has finished the 
book, how much solid history he has absorbed 
in the process. There is scarcely a page that 
does not contain something quotable. 

Meanwhile the author, working as it were 
behind a curtain of his own devising, traces 
the history and growth of the healing arts, 
both medical and surgical, from the dawn of 
recorded history to modern times. Nothing 
salient is omitted, from the early Egyptian, 
Persian, Greek and Roman archives to the dis- 
covery and employment of the sulfa drugs and 
antibiotics. The chief virtue of his handling 
of the awe-inspiring figures of the past is the 
fact that he manages to bring them to life as 
human beings; he almost creates in the reader 
the illusion that he has met them. 

Much highly diverting emphasis is laid upon 
the repeated failure of their contemporaries 
and near-contemporaries to recognize the 
truth of a new idea even when it had been 
brought within easy reach. When a bacterial 
cause for syphilis was suggested, for instance, 
one of the foremost medical savants of the 
time scoffed at the idea, because, he said 
authoritatively, if syphilis is caused by living 
animalcules, one might say with equal logic 
that a dozen or more other diseases might 
have similar cause — which, he pronounced, 
was obviously preposterous! One can almost 
see the unlucky man lecturing to his students 
or his colleagues, with his hand stretched out 
in a gesture of denunciation, and not a spark 
of recognition in his learned eyes of what had 
been put into it. One step further in thinking, 
and the great discovery might have been his. 

One has read so many times of the agoniz- 
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ing struggles of geniuses against the stupidity 
of the times that one is likely to think of it as 
uncompromisingly tragic, without so much as 
a gleam of relief or humor to lighten it. No 
doubt the omission of the lighter side in most 
histories is what pushes these great charac- 
ters farther and farther into obscurity, be- 
coming less and less human as they recede. 
Dr. Walker has done a signal service in re- 
vealing both sides. It is a pity that so few 


medical books are read outside the medical 
profession, for here is one to delight the in- 
telligent layman as well as the doctor. 


MAX THOREK, M.D. 


The Blood Supply and Anatomy of the 
Upper Abdominal Organs. By Nicholas A. 
Michels. Philadelphia: The J. B. Lippincott 
Company, 1955. 

The author of this fine book has devoted 
nearly twenty years to study and research 
dealing with this problem. The word “problem” 
is used advisedly when one appreciates the fact 
that, in the dissection of 100 cadavers, the pat- 
tern of the terminal branches of the splenic 
artery were never the same in any two. This 
probably is applicable not only to the spleen 
but to other viscera. 

All surgeons owe a vote of thanks to Nicho- 
las A. Michels for the painstaking effort that 
has resulted in this welcome tome. Surgeons 
and anatomists throughout the world agree 
that the most consistent part of anatomy is its 
inconsistency. This work not only emphasizes 
but clarifies the latter attribute by proper 
utilization of the material at hand. 

Close collaboration between the artists and 
the author has resulted in a synchronization 
of material that is readily discernible. Too 
much is incorporated within the book to per- 
mit a leisurely cover-to-cover reading, but as 
a reference and an authoritative work it will 
have a permanent place in our medical 
libraries. 

P. THOREK, M.D. 


Essentials of Orthopaedics. By Philip 
Wiles. Boston: Little, Brown and Co., 1955. 
2d ed. 

This book easily justifies its title. The au- 
thor, Philip Wiles, an eminent orthopedic sur- 
geon and a scholar who writes beautiful prose 
and expresses himself clearly and concisely, is 
President-Elect of the British Orthopaedic 
Association. It seems altogether fitting and 
appropriate that this second edition of the 
book should be published at the same time that 
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the friends of Philip Wiles, who are to be 
found in every country outside the Iron Cur- 
tain, should be reading with satisfaction of 
this latest honor to come to their good friend 
and orthopedic colleague. 

The second edition is a definite improvement 
over the first, which was published just five 
years ago. Most reviewers of that first edi- 
tion praised it highly. One reviewer suggested 
that there were not enough illustrations and 
that some of those included might have been 
better chosen. The second edition demon- 
strates the fact that authors may at times 
profit by the suggestions of those who review 
their writings. This new edition contains many 
new and well-chosen illustrations, and many of 
the old illustrations have been replaced by 
better ones. Every chapter has been exten- 
sively revised to include what is new and 
needs to be known by the general practitioner, 
the undergraduate student, and the post- 
graduate who is beginning his surgical train- 
ing — the three groups for whom the author 
definitely stated that the first edition was pri- 
marily intended. 

There has long been a need for a comprehen- 
sive textbook on orthopedic surgery. Many 
smaller books have been written, and some of 
these served as fairly good outlines for teach- 
ing medical students. Not since the last edition 
of Jones and Lovett has there been published 
a really comprehensive book of reference for 
the study of orthopedic surgery. Wiles’ book 
will go far toward replacing this earlier publi- 
cation, which has long been out of date as well 
as out of print. His 538 pages contain 393 il- 
lustrations, and the field of orthopedic surgery 
is covered in a very orderly manner, with em- 
phasis upon both the physiologic and patho- 
logic manifestations of orthopedic diseases 
and their implications as to diagnosis and 
treatment. 

EDWARD L. COMPERE, M.D. 


Vaginal Hysterectomy. By Laman A. Gray. 
Springfield, Ill.: Charles C Thomas, Pub- 
lisher, 1955. Pp. 137, with 35 illustrations. 


This small book, devoted entirely to vaginal 
hysterectomy, was written by an experienced 


and skillful gynecologist. He is completely 
fair-minded in selecting his indications for 
vaginal hysterectomy, and not overenthusi- 
astic about the procedure. 

The book contains six chapters, the first of 
which is a history of vaginal hysterectomy and 
a review of the literature concerning this 
operation. In the second chapter the author 
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discusses the indications for the operation, the 
chief of which are prolapse of the uterus and 
uterine diseases. The third chapter contains 
data on preoperative preparation, and the 
fourth chapter, on operative technic. The au- 
thor recommends angle suture of the liga- 
ments and extraperitoneal drainage, followed, 
when necessary, by repair of cystocele and 
rectocele. The operation is beautifully illus- 
trated. At the end of the book is a comprehen- 
sive list of references. 

This book is definitely worth while, not only 
for residents in training and surgeons who 
perform occasional vaginal hysterectomies 
but for everyone who performs gynecologic 
operations. The author is to be congratulated. 


J. P. GREENHILL, M.D.~ 


Reaction organique a l’agression et choc 
(Reaction of the Body to Injury and Shock). 
By H. Laborit. Paris: Masson et Cie, 1955. 
2d ed. 


This book deals in detail with the study of 
shock and the response of the body to shock 
and injury. It describes the mechanism by 
which shock develops, the various physiologic 
and biochemical agents involved and the vary- 
ing therapeutic approaches. Dr. Laborit has 
done important and valuable research in this 
field, and in this book, now in its second edi- 
tion, he has tried to harmonize all the changes 
in one important succession of reactions 
toward injury, which he calls “postaggressive 
reactions.” 

Dr. Laborit’s ideas and explanations are ex- 
tremely interesting, although some of the 
points he stresses particularly are still debat- 
able. One cannot help but be amazed at the 
wealth of data, the minute detail in which 
shock and postaggressive reactions are dis- 
cussed, and the way in which the author sets 
forth all possible mechanisms and logically ex- 
plains the varying therapeutic measures. 

For the reader who is not fully acquainted 
with French literature there are certain diffi- 
culties. The author uses many abbreviations, 
the meanings of which are hard to find in the 
text. It would have helped had he tabulated all 
these abbreviations at the beginning of the 
book. Many new therapeutic agents, currently 
used in France but unknown to physicians 
elsewhere, are referred to by trade names. 
Another table giving their chemical composi- 
tion would also be helpful to the reader. 


WERNER F. EISENSTAEDT, M.D. 
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A Textbook of Physiology. Edited by John 
F. Fulton. Philadelphia: The W. B. Saunders 
Company, 1955. 17th ed. Pp. 275, with 600 
illustrations. 


Nothing new can be written about this book 
by this reviewer. The mere fact that the book 
has reached its seventeenth edition proves its 
value. Progress in the knowledge of body 
fluids, kidney function and respiration has 
been included in the respective chapters that 
have been rewritten. Other chapters, also re- 
vised, have thus kept up with the times. One 
new chapter has been written, discussing 
acetylcholine and energy transformation in 
nerve cells. 

All in all, the book is still a “must” in the 
library of every physician and scientist inter- 
ested in biology and medicine. 


WERNER F. EISENSTAEDT, M.D. 


Traumatismes du crane (Injuries of the 
Head). By Daniel Ferey. Paris: G. Doin et 
Cie, 1955. Pp. 162, with 90 illustrations. 


This monograph is addressed to the phy- 
sician, the general surgeon and the specialist. 
The first section of the book is devoted to the 
details of the immediate care of the patient 
with a head injury: The author urges early 
transportation to a neurosurgical center of all 
patients who present indications for surgical 
intervention. 

The bulk of the book, nearly half, is con- 
cerned with the indications for surgical inter- 
vention and the details of the author’s technic. 
Secondary complications and sequelae are dis- 
cussed, with especial emphasis on the sub- 
jective symptoms that follow trauma. At the 
end of the book there is a tabulation of the 
frequency of neurologic sequelae. 

The book is clearly and forcefully written. 
The author is often dogmatic. This may be 
justifiable in a book addressed to the physician 
and general surgeon but is not likely to con- 
vince his neurosurgical colleagues. Many of 
his practices would not be favored by Ameri- 
can neurosurgeons, including this reviewer. A 
few examples may be given: 

He advises a prolonged convalescence of six 
to eight weeks for patients unconscious more 
than thirty minutes. Spinal puncture is not 
considered advisable in any circumstances. 
Osteoplastic craniotomies are advised for all 
operative procedures except for acute subdural 
hematoma. Operative intervention is appar- 
ently carried out in 30 per cent of the patients 
cared for. 
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On the other hand, the use of artificial 
hibernation for the severely injured patient is 
well founded on recent clinical and experi- 
mental observations, and the author’s frequent 
use of this technic places him ahead of most 
hospitals and clinics in the United States. 

In the opinion of this reviewer, undue value 
is placed on electroencephalographic study in 
cases of mild injury, although the author 
recognizes the diagnostic and prognostic value 
of the procedure in the case of the severely in- 
jured patient. His use of ventricular injec- 
tions of saline solution to expand the com- 
pressed cerebral hemisphere after drainage of 
a chronic subdural hematoma is in accord 
with the procedure originally recommended by 
James Gardner in this country. 

The book is based entirely on the author’s 
personal experiences, no reference being made 
to the literature. It is well illustrated. Accord- 
ing to the fly-leaf there are 90 illustrations in 
the text, but the reviewer could find only 76 
numbered figures. The book is recommended 
to everyone interested in the care of head in- 
juries. If the reader disagrees at times with 
the author, he will be stimulated by the pro- 
vocative statements and the author’s sincerity. 


HAROLD C. Voris, M.D. 


Histological Diagnosis of Tumors: Sys- 
tematic Morphology of Human Tumors as a 
Basis for Clinical Judgment. By A. V. Alber- 
tini. Stuttgart: Georg Thiem, 1955. 

This book is divided into two parts. Part 1 
is a consideration of the general and special 
histogenesis of tumors, including their general 
morphologic aspects and the terms used to de- 
scribe them. Part 2 deals with the diagnosis 
of tumors according to anatomic location. 

One can only admire the author’s thorough 
knowledge of the material presented and of 
the literature cited. Dr. Albertini, who cer- 
tainly is an authority on the pathologic nature 
of tumors, leans backward to do justice to the 
opinions of pathologists that differ from his 
own. 

Most readers will readily admit that this is 
one of the most beautifully written and fas- 
cinating books available on tumor pathology. 
One may differ with the author on certain sub- 
jects, but in general all controversial topics 
are masterfully handled. The book can easily 
be read even by one who does not know the 
German language perfectly. All in all, it be- 
longs on the same level as did the famous 
earlier work of Ewing. 

JEROME J. MOsEs, M.D. 
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ANESTHESIOLOGY 


Ceruti, J. H.: The Intravenous Anesthesia 
with Novocaine in Combination with other 
Anesthetics, Dia méd., 82:2308, 1953. 

The author reports results obtained by him 
with this type of anesthesia. These have been 
so favorable as to justify publication, espe- 
cially as they were obtained in a provincial 
hospital and not at a university center. 

He briefly describes 10 to 18 inductions 
and says that in all his patients relaxation 
was perfect, as was the anodyne effect in the 
immediate postoperative period. He _ en- 
countered no serious complications, and in 
only 2 cases was there any postoperative 
vomiting. There were no cases of shock, and 
even patients in obvious shock at the begin- 
ning of the operation recovered from it dur- 
ing the anesthesia. The total amount of pro- 
caine given never exceeded 5 g., because it 


was not required by the kind and time of the 


operations. The consumption of inhalatory 
anesthetics was minimal. 


Parada, J., Stillman Salgado, A., and 
Nunziata, I.: General Anesthesia with Intra- 
venous Procaine: Experience in 10,000 Cases, 
Bol. y Trab. Soc. Arg. de Cirujanos 3:92, 
May 3, 1954. 

After using procaine in more than 10,000 
cases, the authors consider it an excellent 
anesthetic, in spite of the fact that it re- 
quires more careful watching of the patient 
than does any other. It carries a limited 
toxicity and a practically nonexistent mor- 
tality rate. The only death mentioned in the 
author’s statistics was that of a patient with 
undiagnosed Addison’s disease, operated on 
for an infraumbilical ventral hernia, who 
left the operating room in shock and died 
twenty-six hours later. Adrenal insufficiency 
was diagnosed a few hours before death and 
was confirmed by autopsy. Although this was 
an “anesthetic death,” the authors do not 
attribute it to the procaine, because replace- 
ment of the anesthetic agent would in any 
case have had doubtful results. Addison’s 
disease involves a great risk, especially when 
its existence is unknown, as in this case. 

There are no contraindications except the 
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impossibility of canalizing a vein or lack of 
skill on the anesthetist’s part. A relative 
contraindication would be high sensibility in 
the interrogatory examination and in the 
tests with procaine. The authors have had 
no patients of this type. 

The inconveniences that may arise — con- 
vulsions, cyanosis and arterial hypotension 
—are not clinically important and can be 
easily controlled. In the authors’ opinion the 
use of intravenous procaine marks a phase 
of progress toward unfailing anesthesia, less 
toxicity and relaxation adequate to the opera- 
tive necessities. 


Turner, J.: Continuous Peridural Anes- 
thesia: Mastectomy with Ganglionic 
Emptying. 

Beginning with some general considera- 
tions and with comments on the innervation 
of the operative region and the operative 
technic, the author states that with the first 
5 ec. injection of xylocaine into the peridural 
space he obtains analgesia in the region of 
the brachiocervical plexus, discrete paresis 
of the brachial nerve on the sloping side and 
conservation of functional normality of both 
phrenic nerves. On the second injection the 
pavilion of the needle revolves toward the 
caudal pole, injecting 5 cc. more of the anes- 
thetic solution, after which the catheter is 
inserted through it. The tip of the catheter 
is advanced in the peridural space toward 
the caudal pole until it is in front of the 
second dorsal vertebra, which insures libera- 
tion of the dorsal wall of the peridural space. 
This occurs as a result of brachial enlarge- 
ment of the medulla, which lessens the capa- 
city of the aforementioned space at the level, 
preventing the spread of anesthetic solution 
to the cephalic region. It was easily proved 
that peridural lumbar anesthesia always 
stops, under proper conditions, at the second 
dorsal level, for which reason the author 
calls this vertebra the barrier of dorsal 
security. 

The tip of the catheter having been placed 
as described, 5 cc. more of the anesthetic 
solution is injected; additional doses are in- 
jected later to complete or maintain the anes- 
thesia. Including anesthesia with this tech- 
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nic in mastectomy, with ganglionic emptying, 
has convinced the author that the postopera- 
tive course is like that following an opera- 
tion with local anesthesia. 


Sala, M. A.: Epidural Sacral Anesthesia 
in a Single Dose: Experience with 100 Pa- 
tients, Prensa méd. argent. 41:1082, 1954. 


Long ago the author began to use this type 
of anesthesia, wishing to practice the system 
followed by Sicard and Cathelin in 1901 to 
obtain anesthesia in the perineum and the 
lower part of the abdomen. After some fail- 
ures, he improved the technic until he had 
satisfactory results. After presenting some 
anatomic considerations, he explains the 
modus operandi and the anesthetic, which is 
commercially known as xylocaine. He men- 
tions the most important complications and 
arrives at the following conclusions: 

1. Generally the technic is simple, and its 
difficulties decrease with use. 

2. The product employed yields a facili- 
tated anesthesia. 

3. It is excellent for run-down or aging 
patients with pulmonary or hepatic disease. 

In order to use this method, however, it is 
necessary that the anesthetist have complete 
knowledge of the surgeon and his habits. 


Franchini, Y.: Some Considerations on 
Anesthesia in the Surgery of Acute Mastoid 
Processes of Childhood, Dia méd., 3:18, 1954. 


As a contribution to the subject of general 
anesthesia of the ear, nose and throat, the 
author briefly considers the procedure fol- 
lowed by him in the Eva Perén Foundling 
Home when his little patients underwent 
operations on the middle ear and its adjacent 
cavities. 

The otorhinolaryngologic treatment of 
children requires, in addition to fundamental 
knowledge, an extremely delicate approach. 
One must try to understand the child in his 
pain and to avoid, as far as possible, inop- 
portune surgical treatment. 

As to anesthesia for otomastoid operations 
on children, the author classifies his patients 
into (1) children from infancy up to 2 years 
of age and (2) children over 2 years old. He 
analyzes the different states in each group, 
as well as the general conditions, and de- 
clares that for children with serious nutri- 
tive disorders he always employs local anes- 
thesia with procaine hydrochloride, 0.5 to 1 
per cent, with epinephrine. This results in 
less toxicity and in hemostasis, a doubly im- 
portant factor providing practically a white 
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operative field, which facilitates and shortens 
the operation. As to children with acute 
otomastoid processes but otherwise in good 
health, if their docility allows it he always 
uses local anesthesia with 0.5 to 1 per cent 
procaine hydrochloride; otherwise he pre- 
fers general anesthesia and, in some cases of: 
bulky subperiosteal abscesses, Wilde’s in- 
cision with local ethyl chloride anesthesia, 
completing the operation after two days with 
general ether anesthesia. 


De Leonardis, M.: Syndrome of Decerebra- 
tion in Anesthesia, Prensa méd. argent. 
41:941, 1954. 


There is a moment of emergence from 
anesthesia in which signs of decerebration 
occur in some patients. 

An explanation of this is proposed, it is in- 
terpreted as a phenomenon of “liberation” of 
the subcortical centers, prematurely disim- 
pregnated in relation to the cortical centers. 
The author terms this phenomenon “syn- 
drome of decerebration in emergence from 
anesthesia.” 

Cottonaro, C. A.: Hiccough, Dia méd. 
38:966, 1954. 


In this brief communication the author re- 
views the treatment of hiccough, an almost 
forgotten subject. Hiccough may raise a 
serious problem when it does not yield to 
treatment, as in a case referred to by the 
author. He reminds the reader of general 
anesthesia with pentothal and of curare, 
which produces magnificent muscular relaxa- 
tion. General anesthesia has eliminated the 
hiccough reflex. The author insists that 
general anesthesia gives better results than 
does any other form. 


Docal, J. C.: Controlled Hypotension and 
Pendiomid, Dia méd. 1:21, 1954. 


The author’s experience with procaine hy- 
drochloride has demonstrated that it is not 
only a good anesthetic agent but possesses 
useful ganglionic qualities. He recommends 
it for fenestration, for the treatment of oto- 
sclerosis and also for operations on the head 
and neck, in which, the procaine proving in- 
sufficient, he adds another ganglioplexic 
drug, pendiomid. He explains the procedure 
employed and its results, which are highly 
satisfactory, no less because of the inten- 
tional ischemia than because of the easy con- 
trol of hypotension it affords and its toler- 
ance by the patient. 
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Diaz Sarapura, J. F.: The Use of Evans’ 
Blue and the Gravimetric Method as a Rou- 
tine in the Operative Theatre, Dia méd. 
23:550, 1954. 


According to the author’s observations in 
St. Vincent’s Hospital of New York City, 
the quantitive determination of loss of blood 
is required in every prolonged operation. 
This evaluation is preferable to the merely 
subjective one. 

With strict control of the material em- 
ployed and the material eliminated, one can 
easily calculate at any moment during the 
operation the amount of blood that the pa- 
tient is losing. 

The use of Evans’ blue (T-1824), in spite 
of recent criticisms, for controlling the re- 
sults of the gravimetric method, has proved 
valuable. 


II. 


SURGERY OF THE SPLEEN AND 
HEMATOPOIETIC ORGANS 


Iparraguirre, J. y Roca, J.: Portal Venog- 
raphy by Splenic Percutaneous Puncture, 
Dia méd. 12:278, 1954. 


Technical progress in the surgical treat- 
ment of portal hypertension has created the 
necessity of objective study of the circula- 
tion. By this means one can distinguish 
extrahepatic from intrahepatic obstructions. 

Methods of roentgen study of the portal 
circulation are reviewed, as are surgical pro- 
cedures and nonsurgical treatment. The 
author describes a technic that consists in 
puncture of the spleen through the wall and 
injection of an opaque substance. 

He refers to his experience in a case of 
portal hypertension with ascites and edema 
of the legs, in which the clinical diagnosis 
was cirrhosis. He points out the importance 
of this preoperative measure, since it per- 
mits the surgeon to adopt, within the neces- 
sary time, the technic that will be followed 
in the operation. 


Iusem, M.: A Localized Ganglionic Form 
of Hodgkin’s Disease: Surgical Treatment, 
pen y Trab. Soc. Arg. de Cirujanos 1:18, 
954. 


The case is reported of a 9-year-old pa- 
tient with an apparently limited ganglionic 
formation in the neck of two and one-half 
years’ duration. Surgical treatment was car- 
ried out in an attempt to delay the process 
or to cure the child definitively. 


ARGENTINE ABSTRACTS 


The known therapeutic measures are ana- 
lyzed and the surgical forms of the disease 
studied. The author expects that time will 
either confirm or discredit his hope of 
operating successfully for some localized 
manifestations of this dangerous disease. 


Echegaray, E. M., and Minicone, H. A.: 
Cystectomy with Partial Splenectomy in the 
Treatment of Hydatid Cyst of the Spleen 
Bol. y Trab. Soc. Arg. de Cirujanos 23:703, 
1953. 


Having treated a calcified hydatid cyst of 
the spleen by cystectomy and partial splen- 
ectomy, with a favorable result, the authors 
made a careful though not exhaustive bib- 
liographic search of the literature but could 
not find any similar case reported. 

They discuss the physiologic and physio- 
pathologic nature of the spleen and the 
evolution of the hydatid cyst, presenting 
several roentgenograms, drawings and photo- 
graphs. They end with some comments on 
the surgical treatment of hydatid cyst of the 
spleen, which, in general terms, is reduced 
to a formula—emptying and closing with 
fixation to the abdominal wall, marsupializa- 
tion or splenectomy. They describe the pro- 
cedure followed with their patient, which, 
though applicable only in a limited number 
of cases, is expeditious. It has also the ad- 
vantage of conserving the spleen to the 
fulfilment of its functions. 


Sanchez Zinny, J.: Splenectomy Through 
Thoracoabdominal Process: Instructions 
and Technique. Bol. y Trab. Soc. Arg. de 
Cirujanos 4:123, 1954. 


The author demonstrates his use of the 
thoracoabdominal route to carry out splen- 
ectomy in some cases of splenopathy with 
intense perisplenitis and adhesions to the 
diaphragm, demonstrable by roentgen ex- 
amination with pneumoperitoneum, as well 
as in cases of splenomegaly in which it is 
impossible to exteriorize the spleen through 
a laparotomy opening, in cases of reopera- 
tion after the failure of a purely abdominal 
attempt, and, finally, whenever the neces- 
sity arises of carrying out venous splenorenal 
anastomosis, or in circumstances in which 
the abdominal route is considered in- 
sufficient.. 

The technic, anesthesia, operative trans- 
fusion and postoperative course are described 
briefly. 
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III. 
SURGERY OF HEAD AND NECK 


Marino, H.: Paralysis of the Chin Muscles: 
Surgical Treatment, Dia méd. 10:241, 1954. 


Isolated paralysis or paresis of the depres- 
sor muscles of the lower liptriangular, 
square and chin muscles — is a relatively 
common lesion. 

The author proposes treatment by resec- 
tion of the marginales mandibulae branch on 
the healthy side. The section is done with a 
minimum incision and electrical investi- 
gation. 


Jorge, H.: Fibromas of the Inferior Maxil- 
lary, Bol. y Trab. Soc. Arg. de Cirujanos 
23:692, 1953. 

Among the benign tumors of the inferior 
maxillary observed at the Angel H. Roffo In- 
stitute for Experimental Medicine are fibro- 
mas of different development and magnitude, 
which have sometimes been growing for 
years, tolerated as a result of their bearers’ 
laziness-and ignorance. The patients do not 
always come from regions far away from ur- 
ban centers, nor do difficulties in transpor- 
tation or economic misery cause them to let 
years go by between the appearance of the 
tumor and their application for professional 
help and advice. 

The author tells of clinical histories of 3 
patients representative of the problems and 
of the pathologic process. He mentions an 
incipient fibroma, small, as every one should 
be that comes to consultation, in order to 
demonstrate the fact that monstrous tumors 
and far advanced ones have, in most cases, 
a single cause—treatment delayed too long 
or wrongly selected. 

He ends his work with short comments on 
the 3 cases and on fibromas of the inferior 
maxillary in general. 


IV. 
EXPERIMENTAL SURGERY 


Lanari, A.; Roger, V. N., and Gilardon, A. R.: 
Eck’s Fistula: Arterialization of the Liver, 
Bol. y Trab. Soc. Arg. de Cirujanos 5:135, 
1954. 

Venous operations, which have given en- 
couraging results in the treatment of 
atrophic cirrhosis, have the grave incon- 
venience that at times they aggravate dis- 
turbance of the intrahepatic circulation, 
leading to coma through anoxia. The authors 
began their work by studying the behavior 
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of the normal parenchyma after total depri- 
vation of portal blood (Eck’s fistula) and its 
replacement by arterial blood (aortoportal 
graft). 

They describe the technic followed in their 
experiments with dogs, and arrive at the 
following conclusions: 

1. The operation is technically possible. 

2. The situation created is compatible 
with the animals’ life in apparently good 
health during the periods of observation. 

38. Asa result of the new circulatory con- 
ditions, the pathologicanatomic economy does 
not show any nutritive alterations. 

4. Later investigation will perhaps make 
possible the application of this method to 
the human cirrhotic liver. In case of neces- 
sity the splenic artery which has a sufficient 
calibre and length, would provide the arterial 


* contribution. 


Barletta, L. P. A.: Anatomosurgical Study of 
the Motor Branch of the Cubital Nerve: 
Boarding Procedure, Prensa méd. argent. 
41:1520, 1954. 

The author has made an anatomosurgical 
study of the motor branch of the cubital 
nerve, considering it of interest because it is 
the deepest neural element of the hand. 

A wound of the motor branch can go un- 
noticed by an unskilled person at first, but 
may lead afterward to some important 
sequelae. 

Having observed a case, the author plans 
an anatomosurgical approach through a 
broken outline incision and exploration of 
the nerve in a search for anatomic objectives. 

Neurorhaphy of the motor branch in the 
zone where it sends out collaterals to the 
intrinsic muscles of the hand is extremely 
difficult. 

So long as the sequelae are absolutely 
motor and the manual handicap is not im- 
portant, the solution cannot be in neural 
suture; it must be another type of operation. 


Braier, L. O.: Duodenal Sounding: About the 
Existence of a Previous Time to That of 
Spontaneous Biliary Dripping: Preliminary 
Communication, Prensa méd. argent. 
41:1592, 1954. 

Descriptions of the manner in which bile 
drains off during duodenal sounding have 
changed with time. The author reviews the 
opinions of different colleagues and says that 
his work has verified the fact that duodenal 
sounding is performed with reference to the 
following points of time: 
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1. A preliminary time, as soon as the 
sound reaches the duodenum, without biliary 
dripping. 

2. A “choledochal time,” in which yellow 
bile is drained off by the spontaneous relaxa- 
tion of Oddi’s sphincter. 

3. A “closed Oddi’s sphincter time,” as 
soon as the cholecystokinetic is instilled 
(magnesium sulfate or olive oil). 

4. A time of “A” bile, which may be 
found wanting even under normal conditions. 

5. A vesicular time, or time of “B” bile. 

6. A hepatic time, or time of “C” bile. 

If excitation is continued, one can verify: 

7. A second closed Oddi’s sphincter time. 
This must be controlled, because it some- 
times provides data of similar importance to 
those supplied by the first closed Oddi’s 
sphincter time. 

8. <A vesicular time, which under normal 
conditions does not exist. 

9. A hepatic time, the drip curve of which 
must be studied. 


¥, 
GASTROINTESTINAL SURGERY 


Bawnik, J. P.: Preoperative Care in Gastro- 
enterology, Dia. méd. 35:896, 1954. 


The author refers to preoperative care in 
the management of diseases of the diges- 
tive tract, mentioning what is done in the 
Gastroenterology Institute. He classifies the 
patients, according to Blalock, as follows: 
patients urgently in need of immediate opera- 
tion (internal or external massive and un- 
controllable hemorrhage) ; patients for whom 
an early operation is indicated but in whom 
it is necessary to correct the humoral state 
or the peripheral circulatory insufficiency, 
for which plenty of time should be allowed 
in spite of the urgency; patients without 
urgent need of immediate operation, in whose 
cases the necessary time must be taken for 
adequate preparation (gastric carcinoma, 
duodenal ulcer), and, finally, patients with 
indications for operation but not in absolute 
need of intervention. 

Every case mentioned is carefully ana- 
lyzed. 


Reboiras, J. J., and Frontini, S. A.: The Acute 
Medical-Surgical Abdomen in the Child, 
Dia méd. 85:2377, 1953. 

After some brief comments on the em- 


bryonic development of the thoracoabdominal 
walls, the authors go directly to the subject 
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of acute abdominal disease in the child, 
which can pass from medical to surgical in 
a short time, and of which the signs and 
symptoms are so confused and combined as 
to make the diagnosis difficult. 

The following conditions are analyzed: in- 
testinal atresia; diarrhea; intestinal invagi- 
nation; Meckel’s diverticulum; acute ap- 
pendicitis; acetonemia; acute peritonitis; 
purpura abdominis; foreign bodies; abdomi- 
nal traumatism; hernias; enterocolitis, and 
neurovegetative epilepsy. Differential diag- 
nosis is also discussed. Some of the enumer- 
ated subjects are illustrated with clinical 
histories and roentgenograms. 


Catalano, F. E.: Mesentery Lipoma in Her- 
nial Sack. Bol. y Trab. Soc. Arg. de Ciru- 
janos 1:25, 1954. 


This brief work presents an anatomic 
specimen surgically obtained in a case of 
inguinal hernia. Macroscopically it repre- 
sented a lipoma of the mesentery, within the 
inguinal hernial sac on the right side. As 
mesenteric lipomas are not common, a re- 
view of the literature did not reveal any 
similar case. The patient’s clinical history 
is included. 


Zabludovich, S., Mainetti, J. M., Cohen, A., 
and Accebal, E.: Pyloric Syndrome of Ex- 
tragastric Origin, Prensa méd. argent. 
41:1508, 1954. 


On the basis of clinical histories, the 
authors arrive at the conclusion that numer- 
ous causes are responsible for the pyloric 
syndrome and must be taken into account in 
study of the etiologic background. 

They report 10 clinical cases, 5 of which 
they personally observed. Conditions en- 
countered were pylorospasm from gestosis, 
pylorospasm from testicular traumatic ecto- 
pia, pylorospasm from torsion of the round 
ligament, pyloric stenosis from pericholecys- 
titis, adenomatous polyps of the duodenum, 
pericholecystitis from vesicular swelling and 
periduodenitis from Lane’s band. 


Malenchini, M., Lemberg, A., and Resano, J. 
H.: Migratory Tumor of the Cardia Re- 
gion, Dia méd. 85:2374, 1953. 


The authors report a case of tumor of the 
upper pole of the stomach, which progressed 
for three years, with weakness, anorexia, 
asthenia, anemia and hidden hemorrhage. 
Only persistent and successive roentgen in- 
vestigations for a hiatal diaphragmatic her- 
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nia or a gastric carcinoma enabled them to 
discover a small pedunculated tumor situated 
in the extreme inferior portion of the esopha- 
gus or in the upper third of the stomach. 
Despite the fact that the tumor was a dis- 
crete esophageal growth (pseudomegoesopha- 
gus) and that roentgenographically the fill- 
ing defect was sometimes in the extreme 
lower portion of the esophagus, there was no 
dysphagia, a symptom which, if existent, 
would have focused the diagnostic investiga- 
tion immediately. It is suggested that in the 
presence of a migratory tumor of the cardia 
two factors coexist, the pedicle and a dia- 
phragmatic hiatus increased in size. 


Jofre Rijana, J.: Postoperative Peptic Ulcer: 
Comments on Its Physicpathology and 
Treatment, Bol. y Trab. Soc. Arg. de 
Cirujanos 25:805, 1953. 

Before any patient undergoes operation 
for a gastroduodenal ulcerous process, one 
should have accurate knowledge of the acid 
content of the gastric juice, which will aid 
in selection of the surgical procedure with 
a view to the prevention of peptic ulcer. 

An ample gastrectomy, which would elimi- 
nate a large part of the functional mucosa; 
the “short bowel” operation, which would 
prevent delay in neutralization of the gastric 
content with the duodenal alkaline juice 
(this explains why Braun’s enteroentero- 
anastomosis is a predisposing cause of pep- 
tic ulcer) and an ample gastrointestinal 
anastomosis to accelerate the course of the 
gastric content to the jejunum, all are im- 
portant procedures that will cause disap- 
pearance of the prevailing ulcerogenous ele- 
ment (high acid value) and the tendency 
toward recurrence. 

Confronted with a gastroduodenal ulcerous 
process combined with a high acid content, 
one cannot trust to the aforementioned pro- 
cedures alone. If necessity justifies gastro- 
enteroanastomosis, vagotomy is an essential 
complement. 

The work is documented with outlines of 
the clinical histories of 5 patients. 


Perianes, I., and Pilheu, F. R.: Gastrectomy 
for Gastroduodenal Perforated Ulcer, Pre- 
nsa méd. argent. 41:1576, 1954. 

The classic treatment of perforated ulcer 
has been simple closure, closure combined 
with gastroenteroanastomosis and jejunos- 
tomy if there is pyloric obstruction and, if 
closing the orifice is impossible, the estab- 
lishment of communication with the outside 
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through a catheter. Next to these procedures 
is gastrectomy, which attempts to treat, at 
the same time, the perforation and the gas- 
troduodenal ulcer that has provoked it. 

The authors summarize their personal ex- 
perience with the exclusive use of gas- 
trectomy for 12 patients with perforated 
ulcer. 

There were no deaths. 


Yazlie, F.: Gastrointestinal Ulcers: Intraca- 
vernous Digital Exploration, Prensa méd. 
argent. 41:1684, 1954. 

A short report is given on a useful surgical 
procedure, accounts of which have already 
been published by the author. It is a small 
gastrostomy or enterostomy, through which 
the surgeon introduces his finger into the 
visceral cavity to explore the process and 
guide the dissection, separation or extirpa- 
tion of the lesion. In difficult cases the ob- 
jective is attained with ease, security and 
rapidity. 


Galbiati, R. E.: Tumor of the Small Intestine: 
Iterative Obstruction, Bol. y Trab. Soc. 
Arg. de Cirujanos 21:626, 1953. 

A case of benign tumor of the small in- 
testine (jejunum) is presented. Such tumors 
present either no symptoms or confused 
symptoms, so that mistakes in diagnosis may 
occur, as in the case reported. The patient 
showed an iterative obstruction which, to- 
gether with the results of somatic study, sug- 
gested the fibroadhesive form of tuberculous 
peritonitis. Streptomycin and para-aminosal- 
icylic acid were given, after which laparot- 
omy was proposed to facilitate the reaction 
of the cavity (Spencer’s method). It was a 
great surprise to the author when he dis- 
covered that he could enter freely into the 
abdominal cavity and find an intestinal in- 
vagination of two foci, whose origin was an 
endointestinal tumor. Operations for reduc- 
tion of the bowel were done and immediately 
afterward, enterectomy and end-to-end en- 
teroanastomosis in two layers and _ sero- 
serous sutures with separated stitches. A 
perfect result was observed seven days later. 

Several comments are made on the subject 
with reference to the opinions of different 
authors. 


Berra, J. L.: Postgastrectomy Duodenal Dihi- 
scence, Jornada Médica 9:193, 229, 240, 
278 and 306, 1954. 

This is an extensive work in which the 
subject is thoroughly analyzed from every 
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aspect, on the basis of a study of the world 
literature. 

From the summary of the cases presented 
from the literature, which were limited to 
duodenal dehiscence without fistula, the fol- 
lowing conclusions were drawn: 

1. Cause: In all of the 12 cases in which 
the cause is mentioned it was duodenal ulcer, 
which confirms all that is said on the subject 
by the author. 

2. Drainage: In only 1 of 18 cases was 
drainage employed. When drains are used 
there are more fistulas, but when they are 
not used there is more peritonitis. 

3. Course: In 12 cases the complication 
was peritonitis, localized in 4. In the rest it 
was an abscess of the duodenal stump that 
did not produce generalized peritonitis. 
Bacteriologic examination showed several 
microorganisms. 

4. Results: Two patients were reoperated 
on. One died, and the other survived. Of the 
total of 13 patients, 9 died (69.2 per cent). 


Quirno, N.: Bazterrica, E.: Malato, P.: 
Etchegoyen, F. P., and Murray, A.: Benign 
Tumor of the Duodenum, Prensa médica 
argent. 41:1078, 1954. 


Among diseases capable of provoking di- 
gestive hemorrhages, sometimes of great 
severity, is benign tumor of the duodenum. 
This is a fairly uncommon clinicosurgical 
entity, which leads the authors to present a 
report of their patient. They consider the 
case interesting because of its rarity and be- 
cause there were no symptoms of the ulcer- 
ous type. Rather copious hemorrhages oc- 
curred, calling for repeated transfusions and 
successive roentgen studies. The authors re- 
view the world literature on the subject, 
stating that they were unable to find a re- 
ported case of primary leiomyoma of the 
duodenum. 

In general, the authors agree that gastro- 
intestinal hemorrhage is a _ predominant 
symptom of such a tumor; sometimes it is 
massive, and it can be fatal. The symptoms, 
if present, are like those of duodenal ulcer, 
though in a few cases the tumor may per- 
forate through the duodenum into free peri- 
toneum. In other cases it may simulate a 
diverticulum. If the volume of the tumor is 
considerable, it may lead to an obstruction 
and become palpable. 

The diagnosis is made only by thorough 
roentgen study. In most cases the tumor is 
discovered accidentally at operation or 
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necropsy. The possibility of its presence, 
however, must be taken into account in in- 
vestigation of the causes of gastrointestinal 
hemorrhage. 

Treatment is entirely surgical — resection 
of that portion of the duodenum on which the 
tumor is situated. The bile duct should be 
secured previously, to protect it from injury, 
or excised when it is unavoidable, restoring 
the channel of the bile to the intestine with 
a biliodigestive anastomosis. 


Russo, A. G.: Surgical Treatment of Severe 
Ulcerative Colitis, Dia. méd. 25:584, 1954. 


The treatment of severe ulcerative colitis 
is fundamentally medical. Surgical treatment 
must be kept for cases in which medical 
treatment is useless and cases in which there 
are complications. When required, it should 
not be too long delayed or it may become im- 
possible. 

The progress made in the past decade in 
the surgical treatment of this disease allows 
the surgeon to attack it successfully. The 
operation indicated, in the majority of the 
cases, is total cholectomy with prostectomy. 

The author reports 4 cases. With 3 pa- 
tients the aforementioned treatment was 
successfully given. The fourth patient died 
at the first stage of cholectomy, after an 
ileostomy had been done. 


Giordano, F. P., and Bogetti, H.: Postopera- 
tive Pericolitis, Bol. y Trab. Soc. Arg. de 
Cirujanos 25:833, 1953. 


The authors offer some general considera- 
tions as to pericolitis and present a detailed 
transcription of the clinical history of 1 case 
of postoperative pericolitis due to a foreign 
body. 

The work is of practical interest to the 
gastrointestinal surgeon, who may have sim- 
ilar problems, since knowledge of the con- 
dition is apparently not widely diffused. The 
most frequent type of pericolitis mentioned 
is that pertaining to the adnexal process in 
the woman, though epiplopericolitis extend- 
ing to the right hemicolon, occurring after 
an operation on the appendix, has also been 
reported. 

With pericolitis due to foreign body, the 
inflammatory process spreads circularly to 
the intestine. Possibly, like other pathologic 
processes of the colon, its diffusion through 
the lymphatic system plays an important 
role. The consecutive sclerosis takes on a 
circular narrowing that includes all the 
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layers except the mucosa and substitutes a 
muscular tissue, hardly recognizable. 

When occlusive symptoms begin, the diag- 
nosis may be suspected by its antecedents. 
Pericholecystitis, a plastic procedure adja- 
cent to a gastroduodenal ulcer, or a history 
of intestinal diarrheic disturbances, of con- 
stipation with occasional high temperature 
or of a former operation may guide the diag- 
nosis, which will be confirmed by roentgeno- 
scopic and roentgenographic studies with a 
contrast medium. Laparotomy and the histo- 
logic examination will clarify a difficult 
clinical picture. 

Paper enclosing cotton thread must be 
taken into account by the surgeon above all 
other foreign bodies that may be lost in the 
peritoneal cavity, as a cause of adhesions or 
of granulomas in the peritoneum. 


Defilippo, R. A., and Mieres, A.: Submucous 
Lipoma of the Sigmoid Colon, Semana méd. 
104:569, 1954. 

After a survey of intestinal neoplasms in 
general, particularly lipomas, the authors re- 
port a-case of their own. 

They describe the macroscopic and micro- 
scopic aspects of a tumor observed in a pa- 
tient operated on for intestinal obstruction, 
verifying invagination in the sigmoid flexure 
of the colon. Partial resection was done, and 
they discovered a round neoformation joined 
to the intestinal wall by a thin peduncle, 
which proved to be a true polyp with the 
characteristic features emphasized in the 
article. 


Cereseto, P. L.: Treatment of Cancer of the 

Colon, Dia. méd. 40:1040, 1954. 

1. In view of current knowledge about 
cancer of the rectum and colon, surgical in- 
tervention offers the possibility of cure. 

2. It is necessary to insist on the impor- 
tance of public education if cancer of the 
colon is to be detected at its beginning. 

38. The physician’s clinical sagacity is 
another vital factor in early localization of 
the cancer, for he has valuable resources 
which, opportunely employed, may reveal the 
disease while it is in the curable stage. 

4. The presence of metastasis, although 
it means the incurability of the process, is 
not a reason in every case to desist from a 
resection that, although palliative, spares 
the patient a painful death from intestinal 
obstruction. 

5. Several procedures are reviewed for 
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extirpation of the tumor and its satellite 
ganglions, with emphasis on the technics 
that can be effectively performed without the 
addition of colostomy. 

6. The procedure to be followed in the 
presence of acute or chronic intestinal ob- 
struction is described; it is reduced to a 
colostomy or, sometimes, to externalization 
of the affected bowel. The author points out 
the risk of carrying out any method of suture 
in the presence of obstruction. 

7. Several factors that determine the 
prognosis in each case are listed, and atten- 
tion is called to the site and evolution of the 
tumor as conditional factors in the prognosis. 


VI. 
GYNECOLOGIC SURGERY 


Bagnati, E. P., and Vinas Urquiza, S.: Pfan- 
nenstiel’s Incision in Gynecology, Bol. y 
Trab. Soc. de Cirujanos 25:816, 1953. 
After a careful study of this type of in- 

cision and a description of the indications 
and technic, basing their experience on 933 
cases, the authors state that although, in 
their opinion, the antemedian approach has 
the disadvantage of a smaller operative field, 
the technic that they employ is amplified by 
evulsion of the broad muscles of the abdo- 
men, both in its sponeurotic and in its mus- 
cular part, without the use of an autostatic 
separator and with opportune management 
of the suprapubic valve; they obtain, there- 
fore, an ample field in which to work freely 
in the pelvic cavity. 

They express the opinion that any method 
of approaching the pelvic viscera is interest- 
ing because, if the surgeon’s fundamental ob- 
jective is to reach the intraperitoneal organs, 
the wall must not be considered a simple 
barrier without meaning; the manner in 
which it is handled may determine to a 
greater or less extent, the result of the 
operation. 


Widakowich, V.: Former Pelvic Evacuation, 

Dia. méd. 30:736, 1954. 

In the author’s opinion the case he pre- 
sents may be valuable to persons who work 
in areas relatively distant from the important 
surgical centers, since radical operation for 
advanced cancer may offer hope to patients 
heretofore considered doomed. 

The clinical history and the operation are 
described in detail. The author states that, 
believing it to be the first one of its kind in 
the Argentine northwest, he reports it not 
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to emphasize the duality of criteria between 
those who do and those who do not operate 
on advanced cancer but to attract the atten- 
tion of those who make the original diag- 
nosis. The value of operating on more or 
less advanced lesions, he admits, may be a 
matter of personal opinion, but he points out 
that in the fight against cancer the family 
physician, often practicing in a remote dis- 
trict, who must send his patients away for 
treatment, is an important figure. He should 
know that an early diagnosis will make the 
united task easier and will benefit the 
patient. 


Di Paola, F.: Surgical Treatment of Female 
Genital Tuberculosis, Bol. y Trab. Soc. de 
Cirujanos 24:729, 1953. 

Tuberculosis of the genital organs is one 
of the most important extrathoracic forms of 
the disease in women. It may reach the geni- 
talia from the primary lesion in the lung, 
pleura, plands, peritoneum or bones. Pri- 
mary tuberculosis of the genital apparatus, 
although theoretically possible, is extraor- 
dinarily rare. Most authors have concluded 
that the genital manifestation of tuberculo- 
sis is always secondary, although sometimes 
it is difficult to identify the original focus. 

A thorough study of the theme is pre- 
sented. Referring to the formal indications 
for surgical treatment, the author mentions 
(1) pelvic abscess; (2) mechanical ileus; (3) 
large adnexal caseous masses; (4) ovarian 
tubercularized blastoma, and (5) failure of 
medical treatment. Brief comments are made 
on each of these points. 


Reta, M. G., and Facone, J. G.: Multiple 
Cancer, Nonsystematized, Prensa méd. 
argent. 41:1746, 1954. 

Introducing some general considerations 
as to what is meant by multiple carcino- 
matosis, and mentioning the distribution of 
the multiple tumors according to Cid and 
Baravalle, the authors report the case of a 
patient observed by them, who had a basocel- 
lular epithelioma of the neck and an adeno- 
carcinoma of the uterine body. They have re- 
viewed the national literature on the subject, 
and, as it is limited, consider their report 
important because it contributes another 
case to the supply of histories available. 


Pereira, E. D., and Gorelik, N.: Uterine Mal- 
formation: Unicornnate Uterus with Rudi- 
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mentary Uterus: Observation of a Case, J. 

médica. 9:62, 1954. 

The case is reported of a woman 20 years 
old, with pains in the sacral region, left side 
and iliac fossa, urgency and tenesmus, exist- 
ing continuously for one year. The condition 
was exacerbated by defecation and during 
menstruation. Gynecologic examination con- 
firmed the existence of a painful parauterine 
tumor the size of a grapefruit. At laparotomy 
a@ unicornuate uterus was observed, with 
rudimentary left uterine body almost double 
the size of the uterus proper, having no ex- 
terior outlet and filled with a thick chocolate- 
like fluid. The uterine horn was extirpated, 
and the pain disappeared. 


Blanchard, O.: Clinic on the Carcinoma of 

the Uterus, J. Médica 9:364, 1954. 

The frequency of carcinoma of the uterine 
neck among patients in municipal hospitals 
may be established at 2 to 3 per cent. Endo- 
metriosis reaches only 0.5 to 1 per cent. 
Heredity, parturition and cervical lesions, 
although they have no decisive importance 
in the causation of this condition, may some- 
times be involved. Age and race are not im- 
portant factors. Symptoms and the results of 
clinical examination are not so conclusive as 
to exclude the existence of cervical carci- 
noma. Colposcopic and colpocytologic studies 
must be systematically carried out with 
every patient that goes to the specialized 
consulting institutions. Biopsy and _histo- 
pathologic study are fundamental in the de- 
tection of cervical neoplasms and in the 
choice of treatment. If the colpocytologic 
studies indicate malignant disease and the 
biopsy specimen is normal, new curettage 
is needed for an accurate diagnosis. Every 
uterine hemorrhage during the menopause 
requires biopsy of the endocervix and the 
endometrium, repeated till the cause has 
been determined. Clinical and histopatho- 
logic classification is necessary only to unify 
criteria and establish statistics. The hystero- 
graphic studies are not enough for the diag- 
nosis of carcinoma of the endometrium, since 
they are not decisive, as is biopsy. There is 
no contraindication to repeated curettage of 
the uterine cavity, for it does not cause dis- 
semination of the tumor. In the case of every 
pregnant woman with a lesion suspected to 
be malignant a biopsy must be performed. 
The carcinoma that develops during gesta- 
tion is a serious problem, both in the evolu- 
tion of the pregnancy and in the mechanism 
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of childbirth. The fight against cancer must 
be done by unification of criteria for prophy- 
laxis, the creation of specialized centers, 
propaganda in medical circles and popular 
education through the press. 


Blanchard, O.: Surgical Treatment of Can- 
cer of the Uterine Neck, J. Médica 9:487 
and 477, 1954. 

The surgical treatment of cancer of the 
uterine cervix is indicated either as the only 
therapeutic measure or in association with 
other palliative methods. Wertheim’s classic 
technic of bilateral lymphadenectomy is 
valuable in the eradication of cervical can- 
cer, especially if the application of a radium- 
bearing focus is not possible. 

This type of cancer is glandular and occurs 
in patients under 45 years old. Preoperative 
care and selection of the anesthetic are im- 
portant, as are postoperative care and certain 
details of technic. 

Bilateral lymphadenectomy can also be 
performed separately after other therapeutic 
measures have been tried. In initial or 
“superficial” stages of cervical carcinoma 
(Hinselmann’s matrixes III and IV) it is 


convenient to perform a total simple hyster- 


ectomy or, better, Wertheim’s operation, 
with conservation of an ovary if the patient 
is young. Indications for elective surgical 
treatment also obtain at Stages I and II of 
propagation. In Stage III it should be used 
only for radioresistant tumors. In advanced 
stages (Stage IV), Brunschwig’s operation 
may give favorable results that are not ob- 
tained by other forms of treatment. 

If there is pregnancy with no viable fetus 
and invasive cervical carcinoma of Group I 
or II, Wertheim’s operation with bilateral 
lymphadenectomy, is indicated. For cervical 
carcinoma associated with uterine prolapse, 
Schauta’s operation is convenient, i.e., radi- 
cal ablation by the vaginal route. For cancer 
of the cervical stump Wertheim’s operation, 
with or without lymphadenectomy, is indi- 
cated, specially for Stages I, II and III, be- 
cause of the difficulty of other procedures, 
which provoke fistulas and other complica- 
tions. The operative morbidity rate has 
greatly diminished in recent years, and the 
mortality rate in general to 4 per cent; in 
selected cases, 0. Indexes of relative and 
absolute curability show that with surgical 
treatment it is possible to get results not yet 
reached by any other means. Postoperative 
roentgen therapy in large doses seems to 
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improve the results of the operation. In the 
early stages and in Group I the best results 
are obtained. For this reason it is important 
to get an opportune diagnosis. 


Di Paola, G., and Sartorio Riganti, J.: Surgi- 
cal Treatment of Carcinoma of the Uterine 
Neck, Prensa med. argent. 41:1009, 1954. 
As a consequence of progress in surgery 

and its safety, the use of antibiotics and the 
suppression of shock by blood transfusion, 
there is actually a strong tendency to come 
back to surgical treatment of carcinoma 
of the uterine neck. Now its indications, 
formerly limited to the first three stages of 
propagation, have been extended to the third 
and fourth stages by means of radical pel- 
vic eviscerations. 

Some general considerations are men- 
tioned, the authors’ statistics given and the 
following stages of the operation standard- 
ized by one of them (di Paola) enumerated: 
1. Vesicouterine detachment up to the vag- 
inal wall. 2. Ligature of the round liga- 
ment, right outward, on the pelvic wall. 3. 
High ligature of the lumbo-ovarian peduncle. 
4. Section of the posterior parietal peri- 
toneum, from the lumbo-ovarian stump to 
the ureter. 5. Visualization of the ureter up 
to its crossing with the uterine artery. 6. 
Dissection of hypogastric celluloganglionic 
tissues, with denudation of the primitive 
and external iliac vessels. 7. Cleaning of 
the obturator region, with exposure of the 
obturator nerve. 8. Opening of the para- 
vesical focus up to the levator muscle. 9. 
Ligature of the uterine artery at its origin 
and elevation of all the celluloganglionic 
strip forward to expose the ureter in its 
medium part. 10. Dissection of the inferior 
part, juxavesical to the ureter. 11. Similar 
maneuvers on the left side. 12. Completion 
of the attachment of the bladder downward. 
13. Section of the Douglas and rectal vaginal 
detachment. 14. Forceps, section and liga- 
ture of uterosacral ligaments, parametrios 
and paracolpos. 15. Opening and section of 
vagina, suture and vaginal drainage with 
gauze (V-shaped). 16. Peritoneal autoplasty. 
17. Closure of the wall by layers. 


Di Paola, G., and Vazquez Ferro, E.: Cancer 
of the Cervical Stump, Prensa méd. 
argent. 41:1660, 1954. 

Having observed 9 cases of cancer of the 
cervical uterine stump treated by subtotal 
posthysterectomy, the authors base their 
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presentation on these cases. They make 
several comments on the subject, transcrib- 
ing the statistics of several authors. The 
symptoms and prognosis are analyzed. The 
authors state that, as for the treatment, no 
two authors employ identical procedures, 
which makes it difficult to evaluate their 
results. 

For prophylaxis of cancer of the cervical 
stump, they state their position as follows: 

1. Exhaustive examination of the uterine 
cervix in every patient who must undergo 
hysterectomy. They routinely perform col- 
poscopic and colpocytologic examinations, 
endocervical and endouterine curettage and 
biopsy of the cervix. 

2. In general, total hysterectomy is to be 
preferred. 

8. For every woman in the menopause or 
near it a total systematic hysterectomy is 
mandatory if hyperkeratotic areas or prolif- 
erative cervical processes are present, and 
also if there are general lesions, even simple 
heterotopic processes. 

4. Any cervical lesion should be treated 
prior to hysterectomy. 

5. When subtotal hysterectomy is carried 
out, periodic examinations of the cervix 
should be made. All metrorrhagia after sub- 
total posthysterectomy should be considered 
indicative of stump cancer until the con- 
trary is proved. 

The 9 cases are reported. 


Monzon, R. P., and Alsina, W.: Solid Car- 
cinoma of the Ovary, Rev. Asoc. méd. del 
Chaco 1:28, 1954. 

The authors describe a unilateral (right- 
sided) carcinoma in a girl 11 years old, who 
died eleven months after the operation from 
local and distant metastases, especially to 
the lungs. : 


Di Guglielmo, L., and Campanella, J. A.: 
Ovarian Fibroma, Semana méd. 104:661, 
1954. 

After presenting a case observed by them 
and making some general remarks, the 
authors state that the lesion, a rather un- 
common ovarian tumor, constitutes only 1.9 
to 3 per cent of ovarian tumors. With respect 
to the patient’s age, it corresponds to the 
mean of life, 37 years; with regard to the 
aspect, volume, size, surface, color and con- 
sistency, it belongs among the typical uterine 
fibromas. 

The tumor in the author’s case was situ- 
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ated in the anatomic position of the ovary in 
the abdominal cavity, and had transformed 
the ovary into a conjunctive swelling with 
the macroscopic characteristics of fibroma. 
This diagnosis was confirmed by anatomo- 
pathologic examination. The clinical diag- 
nosis was subserous myoma of the uterine 
body, as in the majority of cases, for only 
rarely is the diagnosis of uterine fibroma 
confirmed by genital examination alone, al- 
though hysterosalpingographic study may 
contribute to the differential diagnosis. In 
cases of fibroma of the ovary the uterine 
cavity in general is always increased in size, 
and as this blastoma presented no symptoms 
there were no complementary examinations 
to provide a.sure diagnosis. The doubt is re- 
solved by the operation and the diagnosis 
arrived at by the anatomopathologist. 

The absence of metrorrhagia, menstrual 
alterations and other almost constant symp- 
toms might in itself suggest the possibility, 
but, the authors insist, in most cases it is the 
operation that supplies decisive information. 


Dujovich, A., and Gherscovici, M.: Intra- 
peritoneal Hemorrhage of Ovarian Origin or 
Follicular Oriole (Synopsis of Observations), 
Pol. Y Trab. Soc. Arg. de Cirujanos 5: 142, 
1954. 

The authors’ experience is briefly described 
as based on 10 cases, with an abridged ana- 
lytic study of what they could verify in 
patients with intraperitoneal hemorrhage of 
ovarian origin (follicular or luteinic). They 
do not include hemorrhage due to other 
causes, such as endometriosis, blastomas of 
the ovary or primary ectopic pregnancy. 

They review the incidence, age, affected 
part, source of hemorrhage (follicular or 
luteinic), symptoms, anesthesia and surgical 
treatment. The work is concluded with re- 
ports of the 10 cases. 


Jassin, A.: Impressions of Culdoscopy, Die 
méd. 25: 581, 1954. 

The author describes his recent visit to the 
United States, where he had the opportunity 
to observe and admire the work schedule, 
diagnostic and therapeutic, carried out in 
the principal centers of gynecology, especial- 
ly with regard to sterility. The widespread 
use of culdoscopic investigation, a kind of 
endoscopic examination of the female genital 
organs through Douglas’ cul de sac, which 
Peralta Ramos (junior) prefers to call fundo- 
scopic study, especially attracted his atten- 
tion. 
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The orgin of the method is reviewed, the 
instrument is described and the indications, 
contraindications, technic and complications 
of its use are discussed. 


Leon, J.: Colpocytology in Maternity: Its 
Importance in Investigation of Cancer of the 
Uterine Neck, Dia méd. 34:854, 1954. 

There is no doubt that carcinoma of the 
uterine neck is more frequent during gesta- 
tion than may be supposed from the pub- 
lished statistics. 

It is necessary to make a thorough exami- 
nation of the uterine neck, manually and with 
the speculum, in every case of pregnancy 
and, above all, in the cases of women with 
loss of blood or abnormal vaginal secretions. 

All maternity clinics should have a colpo- 
cytologic division to diagnose the tumors of 
the uterine neck that complicate gestation, 
and this division should be staffed by special- 
ists, considering the difficulty of the diag- 
nosis in these cases. 


Bearzi, V. I.: Value of Control of the Cer- 
vical Mucus, Semana med. 1-4:502, 1954. 

A case is reported of a primary sterility 
of three years’ duration. Some considerations 
are presented as to crystallization of the cer- 
vical mucus, and the author states that. in 
the case reported the efficacy of the treat- 
ment of oligospermia, trichomoniasis and the 
single-phase cycle is not to be underesti- 
mated. However, pregnancy did not occur. 
Correction of the cervical factar, thanks to 
the proof of crystallization, permitted the 
institution of adequate treatment, according 
to the author’s judgment. The same proof 
resulted in the impression that gestation had 
begun. There was a negative Galli-Mainini 
reaction, confirmed by the progesterone test 
and by the subsequent course. 


Borruat, C. A.: Contribution on the Diag- 
nostic Value of the Cervical Mucus, Semana 
med. 104:330, 1954. 

In the author’s opinion, study of the cervi- 
cal mucus is a positive resource in functional 
gynecologic diagnosis. The macroscopic 
characteristics are useful in orientation, but 
he is convinced that crystallization of the 
mucus, verified microscopically, is the basic 
resource. 

As the crystallization is an effect of posi- 
tive estrogeny, it serves to determine the 
elaboration, more or less effective, of this 
hormone. Besides, it is useful to follow the 
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alternatives of the cycle, its qualities and 
the ovulation in a similar form to the histo- 
logic changes that produce the endometric 
phases. 

It has the advantage of being a quick and 
simple test that can be performed during 
office consultation. The author considers it 
highly useful in conjunction with vaginal 
friction and the basal temperature. 

The study of cervical mucus during men- 
strual delays, in order to establish the pos- 
sibility of pregnancy, offers certainty of early 
diagnosis in 85 to 90 per cent of cases. 


Gotta, H., and Iacapraro, G.: Nephrogenic 
Arterial Hypertension Due to Ganglionic 
Compression, Prensa méd. argent. 13:300, 
1954. 

A case is reported in which, a year after 
the extirpation of an ovarian cancer, malig- 
nant hypertension developed, with renal and 
cardiac insufficiency. It is attributed to the 
mechanism of Goldblatt’s experimental deter- 
minant of nephrogenic hypertension; in this 
case, compression of the renal arteries was 
due to metastasis in the lumboaortic gan- 
glions. Roentgen therapy, reducing the swel- 
ling, relieved the compression and conse- 
quently eliminated the pathologic picture. 


Dujovich, A., and Srulijes, S.: Single 


Phase and Hyperestrinism Cycle, Prensa 
med. argent. 41:1340, 1954. 

Twenty-six patients with endometriosis are 
described, in whose cases histologic study of 
the endometrium was performed. In 55 per 
cent the difficulty was estrogenic. 

Although these data alone do not justify 
any conclusion with regard to women with 
a single-phase cycle, the coexistence of uter- 
ine fibroma in 73 per cent of the series agrees 
with the observations of other authors and 
with what is known of hormones, the genesis 
of tumors and endometriosis. The authors 
therefore conclude that hyperestrogenism is 
the sustaining factor in the development of 
endometriosis. 


Mainetti, J. M., and Triaca, J. A.: Endo- 
metriosis of the Navel, Semana med. 104:540, 
1954. 

A case of endometriosis of the navel is 
added to the limited literature on the subject 
of rare localization of heterotopic foci of en- 
dometrium. 

In this case the endometriosis existed con- 
comitantly with similar lesions in the left 
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tube and ovary. This is more common than 
is an exclusively umbilical localization, but 
the case is nevertheless interesting enough 
to justify publication. 

A summary of the operation is given and 
the subject of human endometriosis reviewed 
as to the cause, symptoms and diagnosis, with 
some final considerations of the umbilical 
localization and its treatment, which, with- 
out any doubt, must be surgical (coeliotomy, 
or omphalectomy, according to the individual 
case). 


Caso, R., Bernasconi, R., Koremblit, E., 
and Piovano, A. E.: Embryonic Mole, Presna 
med. argent. 41:1438, 1954. 

This paper discusses the embryonic mole in 
the presence of a dead fetus. Exceptionally, 
in the presence of partial moles and even 
histologically identified moles, the product of 
conception may persist to term, or at least be 
a viable fetus. 

Two cases of embryonic mole are reported. 
In the first case the patient was pregnant 
with twins. Vesicular moles were dissemi- 
nated throughout the two placentas, which is 
not usual, for the classic description is that 
of separation of the placenta into two por- 
tions neatly delimited, the molar and the nor- 
mal, which make possible the coexistence of 
the fetus with intrauterine life. It must be 
asked whether in these cases there would be 
partial typical moles or simply alterations of 
the stroma (edema) without the prolifera- 
tions characteristic of the trophoblast. 

The authors point.out the extraordinary 
value of systematic examination of the pla- 
centa in every case of premature childbirth 
and especially in every case of abortion, 
employing histologic study if the diagnosis is 
doubtful determining the dosage of gonado- 
tropins that will protect the patient from car- 
cinoma of the chorion. 


SURGERY OF THE ENDOCRINES 


Mesa, J. M.; Traverso, J. P., and Coucerio, 
A.: Goitres: Summary of Observations, Dia 
méd. 10:223, 1954. 

The authors comment on over 101 goiters 
observed in Ward XI of the Fernandez Hos- 
pital. Sixty-seven of the patients had clin- 
ical symptoms of hyperfunction: the re- 
mainder were normofunctional or without 
data. Operation was performed on 94. Of 
the 83 anatomic parts studied, 27 were histo- 
logically hyperfunctional, which correspond- 
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ed to the clinical impression in 97 per cent 
of cases. 

The authors use the technic recommended 
by E. Finochietto for partial or total extirpa- 
tion, with local anesthesia and always with 
drainage for twenty-four hours. The imme- 
diate postoperative results were excellent in 
80 per cent of the cases. 

Among interesting operative discoveries, 
they found 4 cases of Hashimoto’s disease 
and 2 cancers. 


Naveiro, R.: Intrathoracic Goiters, Bol. y 
Trab. Soc. Arg. de Cirujanos 1:6, 1954. 

The author says that for the past few 
years he has committed himself to unifying 
the terms employed for diseases of the thy- 
roid gland, in order to prepare extensive sta- 
tistics and avoid wasting study material that 
would lead to exact conclusions. He defines 
goiter as “a permanent increase in size, nei- 
ther inflammatory nor malignant, of the thy- 
roid gland,” and he sponsors the classification 
of the American Association for the Study of 
Goiter, which is exclusively clinical, without 
prejudgment of the histologic picture: toxic 
goiter (nodular goiter or Plummer’s toxic 
adenoma) and diffuse goiter, with exoph- 
thalmos (Basedon’s disease) and without it; 
no toxic, nodular of diffuse goiters. 

With intrathoracic goiters, he says, it is 
necessary to make a uniform classification 
of cases to avoid the great differences of 
incidence according to different authors, 
whose statistics range from 0.1 to 12 per 
cent. The author calls intrathoracic only 
those goiters which are accompanied by per- 
manent increase in the size of the thyroid 
gland; which are neither inflammatory nor 
malignant, and which go into the thorax 
through its upper opening, with the greater 
part of the mass inside the thoracic cavity. 
Of 300 goiters, on this basis, he can present 
only 0.8 per cent that conform with these 
criteria. 

Some general considerations are presented, 
and the patient’s clinical history is tran- 
scribed in detail, with reference to the oper- 
ation performed. 


Ferrando, H. A.: Lingual Thyroid, Semana 
med. 104:361,1954. 

The author reviews the history, orgin, 
symptoms, diagnosis and treatment of lingual 
thyroid nodules. 

Two cases of his own are presented, in 
which, despite the lingual thyroid nodules, 
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the thyroid gland of the neck was anatomi- 
cally and functionally normal. For this 
reason it was possible to extirpate the aber- 
rant nodules and therefore, to prevent the 
onset of symptoms without affecting the basal 
metabolic rate, which in both cases was pre- 
served at a normal level. 


Goni Moreno, I.: Thyroidectomy in the 
Treatment of Goiter with Hyperthyroidism, 
Medicina Panamericana 1:290, 1953. 


The experience of the last few years con- 
firms the fact that thyroidectomy is still the 
treatment that gives most uniformly good 
results in cases of toxic goiter with hyper- 
thyroidism. The author refers to some clin- 
ical and medical therapeutic considerations 
(diagnosis, action of the thyroidectomy, radi- 
otherapy and radioactive iodine, preoperative 
medication and use of the antithyroid drugs). 
The operative technic in general is carefully 
analyzed, and he proceeds to treat the follow- 
ing points: technical rhythm, divided into 
operative stages (preliminary stage, glandu- 
lar stage, complementary stage and closing). 
He discusses the postoperative course and 
complications, concluding with a brief ap- 
pendix in which he states that his technic is 
essentially the same for single diffuse goiter, 
nodular goiter and Riedel’s woody thyroidi- 
tis. He adds some observations as to the 
attitude adopted in each case. 


Longo, O. F., and Roldan, L.: New Con- 
cept in the Treatment of Thyrotoxicosis: 
Preliminary Communication, Semana méd. 
104:1954. 

With an experience of more than 600 thy- 
roidectomies and a greater number of pa- 
tients with different diseases of the thyroid, 
the authors discuss the therapeutic problem 
of some patients with thyrotoxicosis and the 
objective and subjective irreducibility of the 
clinical phenomena. Of the patients oper- 
ated on, about 50 per cent had been previ- 
ously treated with several drugs, and on that 
account the ideal moment for surgical inter- 
vention had passed. Nevertheless, the num- 
ber of patients refractory to medical treat- 
ment and radiotherapy was reduced. 

In view of the uncertain future of these 
patients, one of the authors (L. R.) studied 
the biophysiologic mechanism of some drugs, 
especially the endotergmine and acetylcho- 
line, and after thorough experimental lab- 
oratory studies these drugs have been admin- 
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istered to human patients with encouraging 
results. They must be used wisely, with con- 
trol of the patient’s reaction to all drugs 
employed (prostigmine acetylcholine, len- 
tacetil) in order to increase or diminish the 
dose when indicated. 

The authors state clearly that the purpose 
of this medication is to place patients who 
are refractory to any treatment in condition 
to tolerate subtotal thyroidectomy, which 
offers the best chance of definitive cure in 90 
per cent of the cases. 


Yodice, A., and Garzoglio, T.: Thyroid Can- 
cer, Semana méd. 104:538, 1954. 

Neither the patient’s age nor the size or 
location of the tumor excludes cancer of the 
thyroid gland, which constituted 2 per cent 
of the authors’ series. 

Any nodular goiter, even when single, 
must be extirpated. Anatomopathologic study 
must be routine and exhaustive in every case 
of goiter. Operative biopsy must be em- 
ployed if possible. 

Not all thyroid cancerous lesions should 
be operated on by the same surgical crite- 
ria. The treatment must be completed with 
postoperative roentgen therapy. 

Radioactive iodine should be employed as 
a new means of diagnosis and treatment in 
municipal hospitals. 


Gravano, L.: Chromophagous Adenoma of 
the Anterior Lobe of the Hypophysis, Sim- 
mond’s Disease, Dia. méd. 5:113, 1954. 

The author reports a case he has observed, 
commenting extensively on the subject. 


With regard to treatment, he states that 
when the eyesight is affected by a tumor it 
is necessary to take immediate measures to 
diminish the pressure on the optic nerves. 
This must be done before the lesion is irre- 
parable either by roentgen therapy or by 
operation. In this particular case, in which 
there was a serious alteration of vision as 
well as bilateral papillary atrophy, imme- 
diate surgical treatment was formally indi- 
cated, although no small hazard was entailed. 

Roentgen treatment must be tried for pa- 
tients whose visual disturbances are not 
severe and in whom optic atrophy is not evi- 
dent. If this method is used, the patient will 
have to be closely watched; if the visual 
fields increase, roentgen therapy must be 
continued; but if there is no improvement 
and the visual fields do not increase after 
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eight or ten weeks of treatment, the possi- 
bility of surgical ablation should be seri- 
ously considered. 


Mosca, L. G.: Retropneumoperitoneum and 
Tumors of the Suprarenal Glands, Dia. méd. 
3:69, 1954. 

The clinical picture of tumors and hyper- 
plasia of the adrenal glands is frequently 
confused when not atypical. This applies as 
much to the chromaffin tumors of the medulla 
without typical hypertensive paroxysms as 
to hyperplasia of the adrenal cortex when 
the clinical picture is superimposed on Cush- 
ing’s syndrome. In these cases the possibility 
of discovering the presence of an adrenal 
swelling is important, and, in addition, pneu- 
moperitoneum will tell the surgeon on which 
side the tumefaction exists. 

In cases of hyperplasia, retropneumoperi- 
toneum reveals that the gland increases in 
size without losing its triangular form, and 
that the opacity is homogeneous. The in- 
crease of size occurs at the basal diameter’s 
expense. Another characteristic is that the 
circumference is neatly maintained. 

In cases of tumor the gland loses its tri- 
angular form and the increase in size is 
variable. The area of density is irregular, 
systic and alveolar, as though made up of 
small cavities. Its borders are irregular. It 
is the result of destruction of the adrenal 
cortex by the expansive and irregular growth 
of the medulla. 


SURGERY OF LIVER, BILE DUCTS AND PANCREAS 


Lasala, A. J., and Maslo, P.: Surgery of 
the Biliary Ducts: Management in the Pres- 
ence of Accidental Section of the Hepato- 
choledochus, Presna méd. argent. 41:1347, 
1954, 

Surgical lesions of the biliary ducts are 
frequent. The author considers a serious 
problem involved in the future of these late- 
treated lesions. In his opinion the surgeon 
who, during a cholecystectomy, sections the 
hepatocholedochus and does not repair it at 
once leaves the patient with a source of pro- 
gressively malignant disease. 

If, in spite of all general precautions, the 
principal biliary duct is injured, the author 
advised the following measures for its im- 
mediate repair: 1. The duodenopancreas is 
mobilized to raise it, as the suturing must: be 
done without tension. 2. A posterior first 
layer is placed with a thin needle and very 
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fine thread, in separate stitches and with an 
external knot; preference is given to the 
Greek guard suture for vascular work. 3. 
This must come out, not through the line of 
the anastomotic suture, but through a fissure 
in the choledochus wall, above or under it. 
4. The anterior layer is prepared above the 
Kehr tube, in the same way as the posterior 
one. 5. The Kehr tube is fixed with one or 
two stitches and applied against the vesicu- 
lar bed, and the peritoneum is sutured above 
it. 6. After the eighth postoperative day, 
closure of the tube may be started—depend- 
ing on the patient’s tolerance—and bathing 
of the area twice a day with tepid physiologic 
serum is continued. After the lavage an in- 
stillation of 5 cc. of gomenolade oil should 
be left, which acts as a detergent. 


Mercado, H. R.: Short and Large Cystic 
Ducts: Anterograde Cholecystectomy, Dia. 
méd. 12:824, 1954. 

The author reports a case of pathologic 
alteration of the gallbladder. 

In those cases in which the sclerostrophic 
and fibroadhesive process disturbs the nor- 
mal relations among the extrahepatic bil- 
iary ducts, anterograde cholecystectomy 
combined with Delageniere’s operation has 
advantages, for it allows one to correct this 
and offers an excellent degree of prophylaxis 
against operative accidents. 


Varela Fuentes, B.; Predari, F., and Varela 
Rodriguez, B.: Clinical, Radiologic and Sur- 
gical Interest of Congenital Malformations 
of the Gallbladder, Dia. méd. 187:2421, 1953. 

Congenital malformations of the gallblad- 
der appear frequently in cholecystograms, 
which the roentgenologist interprets cor- 
rectly. 

The most frequently observed malforma- 
tions are division and bending of the body 
and bottom of the gallbladder, diverticula 
and a floating vesicle. The physician in- 
formed of the presence of such anomalies 
must determine the extent to which they are 
responsible for the patient’s trouble. There 
is no doubt that the divisions, bendings or 
diverticula of the gallbladder favor biliary 
stasis, which may lead to cholecystitis and 
lithiasis. The proper study of this subject 
is based on (a) personal cholecystographic 
data, which may suggest the coexistence of 
cholecystitis, lithiasis, or difficulty in vesic- 
ular evacuation, and (b) the results of duo- 
denal sounding, which indicates the func- 
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tional condition of the vesicle and of the 
cystic sphincters and the sphincter of Oddi. 
Treatment may be clinical or surgical, ac- 
cording to the circumstances. . For the sur- 
geon, the interest of knowing these malfor- 
mations is based on the fact that he may 
unexpectedly encounter them during opera- 
tion. They include absence of the vesicle, 
intrahepatic vesicle and double vesicle. These 
conditions are usually not detected cholecyst- 
ographically, and the surgeon is confronted 
with surgical tactical problems that can be 
solved only if he has complete knowledge of 
the subject. 


Ceresto, P. J.: Acute Cholecystitis, Bol. y 
Trab. Soc. Argent. de Cirujanos —F:174, 
1954. 

Acute cholecystitis is discussed in detail. 
The hepatocolic pathogenesis is discussed, as 
is the role played by the impaction of a stone 
in the vesicular neck as a factor in the in- 
flammation. 

Therapeutic criteria for the treatment of 
acute cholecystitis are suggested. It is held 
that cholecystomy is the operation of choice. 
Cholescystostomy, a method that often re- 
quires a second operation to cure the process, 
should be reserved for special cases. 

The clinical histories of 12 of the author’s 
cases are presented. 


Couceiro, A.: Relapsed Choledochal Ob- 
struction, Pol. y Trab. Soc. Arg. de Ciru- 
jances 4:122, 1954. 

A case is reported in which calculous 
cholecystitis and expansion of the bile duct, 
with two calculi in its inner part, were dis- 
covered at operation. Cholecystectomy and 
choledochotomy were done, with extraction 
of the calculi. Drainage with a Kehr tube 
was employed, and the postoperative course 
was normal. Two months later symptoms re- 
quired reoperation. There was an adherent 
obstruction of the stomach and the liver; it 
was painfully extracted as far as the duo- 
denum, which was greatly enlarged. The bile 
duct was opened, because it had been con- 
verted into a rigid tube and made any explo- 
ration of the duodenum impossible. Duo- 
denectomy was performed for ascending 
exploration; the papilla was partially incised, 
which permitted partial exploration. Fore- 
seeing renewed stenosis of the bile duct, the 
authors decided to close the duodenum, leav- 
ing a Kehr tube from the orifice of the bile 
duct to the duodenum and making a chole- 
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dochoduodenal anastomosis as a second func- 
tional route. Four months and a half later 
the patient was discharged as cured. 


Sosa Galiardo, C. A.: Critical Study of the 
Different Techniques of Bilateral Operative 
Manometry, Semana méd. 104:430, 1954. 

This paper is a study of the different tech- 
nics of biliary operative manometry (Mallet- 
Guy, Caroli, Roux and Le Canuet, Fogliatti). 

A critical analysis of each is presented, 
with consideration of the objections that 
arise when they are performed on patients 
with lithiasis. The method is considered val- 
uable for functional upsets of the biliary 
ducts, but for biliary lithiasis the routine 
use of those manometric technics is objec- 
tionable; in addition to the technical diffi- 
culties, it does not lead to any diagnosis that 
has not already been suspected by the clinic 
and confirmed by the operative cholangio- 
graphic studies. 


Almaszué Dedeu, R., and Braier, L. O.: 
Strawberry Gallbladder: Its Treatment; The 
Importance of the Associated Biliary Dyski- 
nesias, Prensa méd. argent. 41:1497, 1954. 

The symptomatic importance of the dyski- 
nesias associated with strawberry gallblad- 
der is remarkable. In a series of 10 cases 
the authors observed all types of dyskinesias 
known and administered adequate treatment 
for each. If, however, the patient has vesic- 
ular pain and the cholesterosis is not asso- 
ciated with any kind of dyskinesia, they also 
recommend cholecystectomy. 


Almaszué Dedeu, R., and Braier, L. O.: 
Comparison of Results of Duodenal Sound- 
ing with Those of Operative Cholangioma- 
nometry in Biliary Diskinesias, Prensa méd. 
argent. 41:1070, 1954. 

Twenty cases of duodenal sounding in 
controlled cases of operative cholangioma- 
nometry are studied. The results coincided 
in 70 per cent of cases of cystic disease and 
in 66.66 per cent of cases of Oddi’s hyper- 
tonia. They did not coincide in cases of hypo- 
tonia. 

The authors compare their results with 
Albot’s, who arrived at the same conclusions 
with regard to cystic disease, but considered 
that sounding ineffective in diagnosing hy- 
pertonia of Oddi’s sphincter. They explained 
that their opinions differ because of the dif- 
ferent technics used. 

In an addendum the authors say that the 
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present work’s experiments were finished in 
July 1953. Since then their experience has 
increased; they have observed hypertonia of 
Oddi’s sphincter with biliary flux, greatly 
increased, and even with the sphincter of 
Oddi normally closed or reduced with sul- 
fate, lymethol and oil: and, on the other 
hand, prolonged closings of the sphincter 
with sulfate in cases of hypotonia confirmed 
by surgical diagnosis and the patient’s 
course (Semana méd. 103:783, 1953). 

All this suggests that duodenal sounding 
is an effective and practical resource, but 
carries a sufficient degree of error to dis- 
prove the absolute value assigned to it in 
the past five years. A diagnosis of biliary 
dyskinesia is not scientifically proved by the 
data from duodenal sounding, whether or not 
associated with cholecystographic study. In 
the future it will be wise to present only 
cases in which a complete surgical study is 
available, to avoid the confusion of opinion 
that arises from incomplete examination. 


Braier, L. O.: Duodenal Sounding: Crystals 
of Fatty Acids Found in the Biliary Sedi- 
ment; Clinical Importance, Presna méd. 
argent. 41:1742, 1954. 

The author has verified the existence of 
abundant crystals in the bile of a certain 
number of patients, which he interprets as 
composed of fatty acids; such crystals would 
be formed by decomposition of the olive oil 
used as a cholecystokinetic agent. In his 
opinion they appear in excessive quantity 
only in cases of duodenalhypertonia, espe- 
cially when it is associated with duodenitis. 
These crystals can be perfectly observed 
when the duodenal clots are examined with 
the microscope on the day after duodenal 
sounding. 


Boyer, M.; Siempica, L., and Sileoni, V.: 
Laparoscopic Transhepatic Cholangiography, 
Prensa méd. argent. 41:1058, 1954. 

Laparoscopic transhepatic cholangio- 
graphic examination may be done by either 
of two methods: 

1. The vesicular method. This has the ad- 
vantage of avoiding even the minimum cho- 
leperitoneum, but it can be easily done in 
the presence of a small vesicle and without 
tension. 

2. The canalicular method. This is indis- 
pensable when the vesicle is not visible or 
does not exist. 

Investigation is important, though it can 
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be difficult if there are obstructions in the 
biliary ducts. 

The authors mention 2 failures and 4 cho- 
langiographic studies successfully per- 
formed, without accident. 


Mosca, L. G.; Zorrilla, J. I., and Montan- 
gero, N. R.: Cholangiography by the Intra- 
venous Route, Dia. méd. 6:154, 1954. 

The product called SH 216 is described as 
employed for cholangiographic study by the 
intravenous route, and the technic of its use 
is explained. The results, as observed by the 
author, are as follows: 

1. It facilitates visualization of the extra- 
hepatic biliary ducts, even in cholecystecto- 
mized patients. In this way it frequently 
solves the problem of the postcholecystectomy 
syndrome. 

2. It permits a quick cholecystographic 
investigation: after two hours the gallblad- 
der usually is opacified. 

8. In case of negative results from cho- 
lecystographic study by the oral route, it 
provides visualizable vesicles. In fact, the 
percentage of gallbladders normal to the 
cholecystographic examination decreases per- 
ceptibly with the use of SH 216. 

4. It saves time; there is no necessity for 
any preparation, and the examination is car- 
ried out in two or three hours. 

5. All the factors of insecurity associated 
with the oral method are eliminated. In the 
authors’ judgment, the intravenous cholan- 
giographic method will eventually replace 
the oral procedure, which is the indicated 
one for examination of functional conditions 
and characteristics of the extrahepatic bil- 
iary ducts. 


Siccardi, R.; Faraoni, H.; Blanco, R., and 


Krakobsky, I.: A Case of Ligature of the 
Hepatic Artery in the Treatment of Atrophic 
Cirrhosis, Dia. méd. 23:552, 1954. 

The surgical treatment of hepatic cirrhosis 
and its complications has been constantly 
revised on account of the mediocre results 
obtained with numerous operations. A new 
type of operation, suggested by Reinhoff, is 
described and has been adopted by J. Berg- 
mann—ligature of the hepatic artery. 

The procedure is described in detail, and 
a personal case of the authors is reported, in 
which ligature of the hepatic artery was car- 
ried out from behind the gastroduodenal 
artery. The result was satisfactory; three 
months after the operation the patient’s con- 
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dition had greatly improved and the ascites 
had completely disappeared. 


Abelenda, E. F., and Sauréz, I.: Preopera- 
tive and Postoperative Courses in Surgery of 
the Icteric Patient, Prensa méd. argent. 41: 
1407, 1954. 

The icteric patient presents a clinical and 
surgical problem, because the syndrome of 
jaundice from its beginning is puzzling. Some- 
times the condition is discovered only at opera- 
tion or autopsy. It is well known that the he- 
patic patient is labile and the icteric one 
much more so. This obliges the surgeon to 
investigate the organic balance, guide the 
preoperative care, decide on the time of oper- 
ation and analyze the probable emergencies. 

The authors divide their studies as follows: 
Correction of the patients’ clinical condition 
(cardiovascular, respiratory and urinary ap- 
paratus, blood and humoral picture) ; study of 
hepatic function; treatment of the unbalanced 
state (blood transfusions for patients of the 
hemorrhagic diathesis); postoperative care; 
special care (control of the hydrosaline balance 
and of paralytic ileus; prevention of hemor- 
rhage) and oxygen therapy. 


NEUROLOGIC SURGERY 


Matena, R. F.: Modern Orientations in the 
Clinical Diagnosis of Encephalic Tumors, 
Medicina Panamericana 2:201, 1954. 

The author presents in a brief and practical 
way some examples of the diagnosis of en- 
cephalic tumors. Important aspects of the 
subjective symptoms are pointed out, with 
emphasis on the importance of the objective 
manifestations as demonstrated by simple 
neurologic examination. The importance of 
general clinical study of the patient, in order 
to determine the relation between the general 
pathologic picture and tumor of the brain, is 
stressed. The author insists that cerebral 
metastases from tumors of the lung, the mam- 
mary gland and the thyroid gland are frequent. 
The auxiliary methods of diagnosis are briefly 
outlined; clinical examination and tests of the 
cerebrospinal fluid, especially of its tension. 
The potential benefits of roentgen therapy to 
the cranium and the value of electroencephalo- 
graphic, pneumoencephalographic and ven- 
triculographic studies as a routine procedure 
in the cliniconeurosurgical investigation are 
emphasized. 

Some general ideas are offered as to the use 
of isotopes in the diagnosis of tumors of the 
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encephalon. 

The inclusion of the endocrinologist in the 
neurosurgical team is advised, and general 
rules for study of the patients are briefly 
given. Early diagnosis of encephalic tumors 
is very important, for neurosurgical technic 
has improved greatly, and the earlier the pa- 
tient is operated on the better, 


Outes, D. L., and Driollet, Laspiur, R.: The 
Etiology of Pure Meningeal Hemorrhages, 
Prensa méd. argent. 41:1763, 1954. 

With this work the authors begin the peri- 
odic publication of data on tomoclinical and 
clinicosurgical cases in the neuropsychiatric 
and neurosurgical fields, together with theories 
on neuroanatomy, neuroradiology and patho- 
logic anatomy. 

In this first report they outline the diffi- 
culties that may exist in discovering the 
cause of pure meningeal hemorrhage, a fre- 
quest occurrence in general medical practice 
and therefore presenting a challenge to the 
specialist as well. 

When spontaneous meningeal hemorrhage 
occurs in a young person, the existence of in- 
tracranial fissural aneurysm must be thought 
of and will seldom fail to be detected. The 
diagnosis is confirmed by the study, which 
will also indicate the surgical possibilities. If 
the aneurysm is not present, one should think 
of arteriovenous angioma, bleeding tumor, 
spontaneous hemorrhage or hematologic men- 
ingeal hemorrhage. Each of these possibili- 
ties is briefly discussed. 

In differential diagnosis the headache pre- 
ceding the meningeal hemorrhage is important 
and must always be investigated, because it is 
not usually associated with vascular malfor- 
mations, in which the onset of headache is 
more sudden and cataclysmic. Also, when in 
spite of improvement of the cerebrospinal 
fluid the headache persists and the neurotic or 
psychic state becomes worse, tumor must be 
suspected. 


Waters, R. F., and Perino, F. R.: Subdural 
Hematomas in Geriatric Medicine, Dia. méd. 
16:375, 1954. 

On the basis of 6 cases of subdural hema- 
toma in elderly patients, a clinical study of 
this lesion ‘is presented. The authors call at- 
tention to the following points observed in 
their experience. 

With chronic hematoma, traumatism may 
not be particularly important. Lucid intervals 
range from days to months, and isolated 
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mental upsets may be mistaken for senile 
mental disturbances. In other cases there is 
hemiplegia which, if the patient is hyperten- 
sive or has vascular disease, may be confused 
with the symptoms of arteriosclerosis with 
cerebral softening. Finally, these conditions 
simulate cerebral tumors. 

In all cases a thorough anamnesis, a simple 
roentgen study, and especially pneumoen- 
cephalographic or ventriculographic study 
will lead to the precise diagnosis. 

A single operation, with local anesthetic and 
two trephine orifices, generally enables the 
surgeon to evacuate the hematoma and obtain 
total recovery of the patient. 


Lyonnet, J. H.; De Arizabale, J. C.; Pedace, 
A., and Brage, D.: Total Hemispherectomy 
for Infantile Hemiplegia, Prensa méd. argent. 
41:1676, 1954. 

The case here presented has double interest: 
first it was necessary to perform total hemi- 
spherectomy, an important operation that al- 
ways justifies comment, and second, the indi- 
cations for this procedure were in a relatively 
new field, that of infantile hemiplegia. 

The authors state that, from their study and 
from consultation of the recent literature, 
they have arrived at the following conclusions: 

1. A new approach is in sight to the treat- 
ment of infantile hemiplegia, under which 
term are included processes not always of 
similar causation. 

2. Total hemispherectomy, though it pro- 
duces the effect of a fearful and excessive 
operation, can be justified by clinical, elec- 
troencephalographic, physiopathologic and 
surgical principles. 

3. The indication is not in the hemiplegia 
but in the associated mental and convulsive 
alterations which ally the problem with the 
psychosurgical field. The psychic improve- 
ments, according to the authors, are remarka- 
ble. The case reported is too recent to justify 
conclusions but there were no more con- 
vulsions. 

4. The suitable age for the treatment 
ranges from 2 to 20 years, but logically the 
operation should be performed as early as 
possible. 

5. In the physiopathologic field some in- 
teresting problems arise, such as the trans- 
ference of function — motility, sensibility, 
language, understanding, etc.—to the other 
hemisphere, and the question of the extent to 
which a lesion of one side affects the other, 
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which is anatomically normal to all appear- 
ances, and alters its functioning. 


Piqué, J. A.; Lucero, N. A., and Cardeza, 
F.: Vertebral Lumbar Chordoma, Bol. y Trab. 
Soc. Arg. de Cirujanos 3: 62, 1954. 

A case of vertebral chordoma of ten years’ 
duration, is reported. The tumor was extir- 
pated, with improvement in the neural and 
general state of the patient during the im- 
mediate postoperative period (seven months). 


De Dulacski, J.: Effects of Vagotomy on 
the Colon: Neurophysiologic Aspects, Dia. 
méd. 32:708, 1954. 

In appraisal of the results of vagotomy it 
must be determined first of all whether the 
vagotomy was complete. For this purpose 
Holiander’s insulin test as modified by Eddy is 
performed by the authors. Five-tenths of a 
unit of crystalline insulin per kilogram of 
body weight is administered subcutaneously 
rather than intravenously. 

The effect of vagotomy on the function of 
the colon is thoroughly analyzed in its various 
aspects, and the author ends by saying that, 
after vagotomy, the reaction of the colon as 
concerns movement and the production of 
mucus is the same as before the operation, The 
modification observed proctoscopically and 
roentgenographically are briefly described. 


Saiach, J.: Treatment of Bronchial Asthma 
with Infiltration of Novocaine in the Stellate 
Ganglion, Dia. méd. 12:277, 1954. 

The author recounts his experience in the 
treatment of 26 patients with bronchial 
asthma, chosen from a group of 40 patients, 
by infiltration of the stellate ganglion with 
procaine hydrochloride. In his opinion this 
method is an interesting contribution to sta- 
tistical knowledge of the disease, without 
reference to etiologic factors, history and 
other pathologic, clinical or laboratory data. 
Various aspects of the method are outlined. 


Zimman, J.; Zimman, L., and Zimman, S.: 
Neurinoma (Lemocitoma) of the Brachial 
Plexus, Prensa méd. argent. 41:928, 1954. 

A case of solitary neurinoma of the brachial 
plexus, originating in the principal inferior 
trunk, is reported. Histologic study revealed a 
neurinoma: (lemocitoma or schwannoma), the 
unusual localization of which induced the au- 
thors to publish their report. 

Surgical extirpation could be done perfectly, 
with complete restoration, because the tumor 
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was a type that displaced the nerve trunk 
without including its fibers. 

The duration of the tumor was short (a few 
months) because it originated in the principal 
inferior trunk and caused painful manifesta- 
tions and functional impotence of the arm, 
thus leading to early consultation and treat- 
ment. 


Waters, R.; Outes, D. L., and Carrillo, A.: 
New Arguments in Behalf of the Nonexist- 
ence of the Parietoprefrontal Bundle De- 
scribed by Fracassi, Prensa méd. argent. 41: 
954, 1954. 

The authors insist that the parietoprefron- 
tal bundle of Fracassi is the arcuate bundle 
described by Burdach, Meynert and Dejerian. 
They reject Fracassi’s idea as to the origin 
and end of the bundles of intrahemispheric 
bundles as not based on serious scientific 
arguments, retrograde degeneration or phylo- 
genetic studies. 


~ 


OBSTETRIC SURGERY 


Vogogna, E.: Metrorrhagias (Postabortion 
and Uterine Perforation), Dia. méd. 38:965, 
1954. 

Signs and symptoms that the author con- 
siders elemental are enumerated as funda- 
mental to the selection of treatment for uterine 
perforation. The author bases his argument 
on twenty years’ experience in hospital sur- 
gery, chiefly gynecologic, and nearly ten years 
of uninterrupted activity as a ward surgeon. 

Several types of metrorrhagia are described, 
especially those following abortion, and the 
general rules of treatment are given. 


Beruti, J. A., and Votta, R. A.: Duration 
of Labour in Relation to Rupture of the 
Ovular Membranes, Dia. méd. 28:670, 1954. 


This is a fragment of an unpublished study 
by one of the authors (J. A. B.) entitled “In- 
fluence of Inopportune Rupture of the Mem- 
brane on the Evolution of Labour.” In this 
abridgement they deal exclusively with the 
duration of labor according to the type of 
rupture of the membranes. 


Donato, V. M.: The Acceleration of La- 
bour, Semana méd. 104:500, 1954. 

Quickened labor at present is mandatory. 
Its limitations are imposed by obstetric hind- 
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rances or factors that act against transpelvic 
childbirth. The method requires a competent 
staff, conscious of its duty. The amniorrhesis, 
completed with spasmolytics (demerol or 
pethidine) and oxytocics (hypophisine or, 
better, sparteine sulfate) is basic in dealing 
with normal quick labor. 


OPHTHALMIC SURGERY 


Sena, J. A.: Cavernous Hemangioma of the 
Orbit, Dia. méd. A35:873, 1954. 

After a brief discussion of the frequency, 
composition, symptoms, diagnosis and treat- 
ment of vascular blastomas of the orbit, a 
clinical case of cavernous hemangioma of the 
orbit in a patient 52 years old is reported. 
There was direct exophthalmia, not reducible, 
with conserved ocular motility. Examination 
of the fundi revealed a pale papilla with thick 
limits and a core of atrophic macular retinitis 
with chorioditis. The adjacent vision was 
15/200. 

Surgical extirpation of the tumor was done 
by the transpalpebroconjunctival route of La- 
grange, which the author considers a useful 
approach to the orbital processes or to tempo- 
rally localized lesions. Operation resulted in 
disappearance of the exophthalmia, and ocu- 
lar motality was not affected. The lesions of 
the fundus did not undergo any modifications, 
and visual recovery was very slight. 

The anatomopathologic diagnosis was en- 
capsulated cavernous hemangioma. Photo- 
graphs of the patient, sketches of the opera- 
tive stages and microphotographs of the ex- 
tirpated part are presented. 


Lopez, A.: Melanoma of the Lower Eyelid, 
Bol. y Trab. Asoc. Arg. de Cirajanos 26: 845, 
1953. 

The case of a patient operated on for mela- 
noma of the lower eyelid is reported, in which 
the result after four years was interesting. 
The author omits details, for he intends to 
publish a full report later. 


Arganaras, R.: The Glaucoma, an Incur- 
able Disease, Semana méd. 104:498, 1954. 

In spite of the numerous and important 
works on glaucoma published in the last forty 
years, it can be said that, up to now, not even 
the origin of this lesion is known, nor is it 
possible to discover the effective curative 
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treatment. All patients, even those success- 
fully treated with drugs or operations, una- 
voidably become blind in a period ranging 
from five to twenty-five years. 

After a careful review of the theme, the au- 
thor states that when, with the use of myotics 
and absolute collaboration from the patient, 
the tension of the eye can be reduced to nor- 
mal there is no immediate indication for oper- 
ation especially when the glaucoma is of the 
simple type called compensated. 

If myotics cannot reduce the tension to nor- 
mal, operation is indicated. For noncompen- 
sated or congestive glaucoma the treatment 
must be surgical (Holtz’ operation), since the 
patient is constantly in danger of an acute at- 
tack and of losing his vision. As this may 
happen unexpectedly, it is necessary to plan 
the operation in time, without too much reli- 
ance on the myotics, especially if there is any 
doubt about the patient’s cooperation. 

For acute glaucoma the operation of choice 
is early iridectomy. For congestive chronic 
glaucoma or simple glaucoma the operations 
indicated to combat the hypertonia are the 
fistulous procedures (Holtz, Lagrange, Elliot, 
Heine’s cyclodialysis). 


Salleras, A.: General Curare Akinesia in 
Grafts of the Cornea and in Cataract, with 
Comments on Artificial Hibernation as Ap- 
plied to Ophthalmology, Dia. méd. 90:2505, 
1954. 

The majority of the complications involved 
in an operation for cataract or corneal graft- 
ing are due to muscular spasm or rigidity. The 
author describes the anesthetics used to obtain 
akinesis of the orbicularis and extraocular 
muscles, and recounts his experience with a 
synthetic. He employed the technic of Bar- 
raquer Moner’s curarization in the cases of 
200 patients operated on for cataract or for 
the purpose of corneal grafting. The procedure 
requires the collaboration of a competent 
anesthetist and a specialized auxiliary staff, 
as well as much patience and serenity on the 
part of the surgeon, who must always wait 
until akinesia is complete. 

Emphasis is placed on the premedication of 
patients to be operated on with curare anesthe- 
sia, since the success or failure of the opera- 
tion depends exclusively upon it. The following 
points are examined: the pharmacodynamic 
properties of curare; the technic of admini- 
stration; the symptoms of curarization; other 
methods; operative incidents; indications and 
contraindications; postoperative course, and 
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results. The work ends with an ample list of 
references on artificial hibernation in oph- 
thalmic surgery. 

The author has had satisfying results from 
the use of curare in ocular procedures, al- 
though he admits that in his first operations 
he acted with a certain hesitation and had 
some disagreeable moments. Only now, after 
practicing the procedure intensively, is he con- 
vinced that he could have systematized the 
surgical courses in most of the cases. He in- 
sists that the use of curare in ophthalmic 
surgery requires excellent hospital organiza- 
tion and a well-taught surgical team. 


ORTHOPEDIC SURGERY 


Turco, N. B., and Pinero, J. R.: The Exter- 
nal Tutor in Mandibular Surgery, Prensa 
méd. argent. 41:1065, 1954. 

In a short presentation, the authors state 
that in some cases of mandibular resection 
they have used the “external tutor” as the only 
prosthesis. It provides an easy solution to 
any problem connected with a curve; this is 
its principal advantage. It has also some 
inconveniences, which are pointed out. 

The external tutor (Plaza) is a metallic 
plate, half malleable, which after resection or 
mandibular disarticulation is placed on the 
outside of the skin already sutured; large 
transosseous points attached to the osseous ex- 
treme strengthen the tutor. It is kept in place 
from ten to fifteen days, the necessary time 
for prevention of mandibular deviation. If 
necessary, other known methods may be em- 
ployed, such as the use of nonskidding plates 
and interdental ligatures. 

In the author’s practice the external tutor 
is not combined, 4 la Plaza, with interdental 
ligatures. The authors repeat that its use is a 
simple procedure. 


Paterson Toledo, R. G.: Pes Planus: Some 
Considerations of Its Pathology and Its Ther- 
apeutic Consequences, Pol. y Trab. Soc. Arg. 
de Cirujanos 22:642, 1953. 

The author tells of his surgical experience 
with pes planus (flat feet), enumerating the 
reasons why he prefers not to operate. In his 
opinion the bloodless treatment, when properly 
carried out, covers all the clinical possibilities. 
Only in the exceptional cases in which it fails 
after at least three attempts does he resort to 
surgical intervention. 

The author divides his work under the fol- 
lowing headings: standing and walking; the 
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malleolar forceps; the tibioperoneopedius liga- 
ments; subastragalous articulation; Chopart’s 
articulation, and a summary. The role of the 
astragalus in normal walking and in cases of 
pes planus and the calcaneum-scaphonavicu- 
lar bar are discussed. The symptoms and 
clinical forms of the conditions are pre- 
sented, and the treatment, complications and 
sequelae of pes planus are outlined. What 
material is preferable to use in the plantar 
area? Is the interior angle in the heel nec- 
essary? Does the high or low heel help or 
damage the patient with pes planus? What 
is the operative treatment of choice? The 
author, after dealing with these and other 
questions, suggests subastragalous fusion. 
The mode of approach and the postoperative 
course are described. 

C.: Early 


Zarazaga, J., and Garcilazo, 


Surgical Treatment of Congenital Club Foot: 


and Its Immediate Sequelae, Soc. de Cir. de 
Cordoba. Bol. y Trab. 167:4, 5, 6 and 7, 1953. 

The different technics employed for the 
treatment of this deformity are reviewed. The 
authors work surgically on posterior, soft, in- 
ferior and internal parts, retracted or swollen, 
of the instep, especially when there are no 
caseous deformities on which modeling opera- 
tions must be done on the hard tissue com- 
ponents. 

In their opinion, to obtain perfect reduction 
of congenital clubfoot in its embryonic and 
fetal forms, bloodless orthopedic methods must 
be employed. The residual sequelae, total or 
partial, are indications for surgical treatment. 


Blumenfeld, J.: Treatment of Congenital 
Equinus Varus Foot with Dennis Browne’s 
Ferules, Bol. y Arg. de Cirujanos 7:214, 1953. 

The case of a girl, 14% months of age is re- 
ported. The child was born with clubfoot and 
had been treated with Browne ferules from 
the first days after birth. Photographs of the 
child before and after the first treatment are 
shown, showing that she is almost completely 
cured, at least from the clinical point of view, 

The author employs very simple ferules, 
slightly modified. A brief description of the 
placing of the ferules is included. 


Natiello, O. B.: Reconstruction of the An- 
terior Crucial Ligament of the Knee with 
Fascia Lata, Bol. y Trab. Soc. Arg. de Ciru- 
janos 4:120, 1954. 

The author reports a case he considers in- 
teresting because of the complex traumatic 
history of the patient’s right knee and the 
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happy results obtained with a ligamentary 
plastic procedure. 

The history of the trauma, which was 
caused by a strong blow on the external side 
of the knee, is given, with an account of the 
symptoms and several operations. The result 
obtained by simple reconstruction of only one 
crucial ligament shows the value of fascia 
lata. 


Ottolenghi, C. E.: Treatment of Pseudar- 
throsis by Chutro’s Method, Dia. méd. 7:176, 
1954. 

In a brief article, the author offers a histori- 
cal account of the origin of an operative method. 
It is his conviction that Chatro’s method de- 
serves renewed attention, since it is soundly 
based on fact. He hopes that what he has said 
will be brought to the notice of the Academy 
of Surgery of Paris, since its official motto is 
“Truth in Science and Morality in Art.” 


Salvati, A. A.: Arthrogryphosis and Con- 
genital Luxation of the Hip, Bol. y Trab. Arg. 
de Orton. & Traumatol. 7:218, 1953. 

The case is reported of a child 14% months 
old with arthrogryphosis of the legs associated 
with congenital luxation of the hips. The 
rigidity of the hips, knees and heels was so 
intense as to prevent movement of the coxo- 
femorals, which were in light flexion. The 
knees were fixed in hyperextension and the 
tibiotarsals in dorsal flexion. 

With massage, passive mobilization and a 
tourniquet the articular rigidities were gradu- 
ally reduced to a minimum degree, which per- 
mitted the author, when the child was 18 
months old, to begin repositioning the coxo- 
femorals. The left hip was radically reduced 
by Leveuf’s method. 


Sarosso, J. A., and Benetti Aprosio, F.: 
Perthes’ Disease, Bol. y Trab. Soc. Arg. de 
Ortop y Traumatol. 8:229, 1953. 

The North American authors are especially 
mentioned, because in recent years they have 
published works referring to this peculiar 
disease of childhood, known by the names 
of its discussants (Legg, Perthes, Calvi). It 
is also referred to as osteochondritis of the 
hip or simply as Perthes’ disease, a name 
that has the advantage of not anticipating 
any decision as to its origin. 

The disease and some of its most outstand- 
ing aspects are described, with special refer- 
ence to diagnosis, evolution and treatment. 
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The study is based on several cases observed 
by the authors. Roentgenograms are in- 
cluded. 

The work ends with an exposition of the 
therapeutic difficulties that may arise. The 
purely orthopedic form of treatment is dis- 
cussed, as is surgical intervention, when 
necessary, to shorten the period of epiphys- 
ial repair. 


Pique, J. A.: Resection and Reconstruction 
of the Hip with Acrylic Prosthesis in Anky- 
losis of Arthritis and Rheumatic Spondy- 
litis: Results, Dia. méd. 30:747, 1954. 

Experience obtained from 6 operative cases 
of ankylosis due to arthritis and rheumatic 
spondylitis is reported. Resection and re- 
construction of the hip were done, and an 
acrylic prosthesis was used. Four of the pa- 
tients had spondylitis and 2 had rheumatic 
arthritis. In the 6 cases seven operations 
were performed, one being bilateral. The 
following results were obtained: In the case 
of bilateral operation, the result on one side 
was successful and on the other was not. In 
2 patients successful results were obtained. 
In 83 there was no ample and useful mobility, 
though there was improvement in the posi- 
tion. Two of these 3 hips became ankylosed 
again. One of the patients died postopera- 
tively of uremic complications. The results 
in this series, therefore, were not satisfac- 
tory. 


Malenchini, M.; Ferre, R. L., and Sabato, 
E.: Diagnostic Possibilities of Enlarged 
Roentgenograms in Histiocytoma of the 
Femur. 

This is a brief work undertaken to deter- 
mine the value of enlarged roentgenograms 
in the diagnosis and anatomic valuation of 
tumors of the femur. It is based on a case 
observed by the authors and is illustrated 
with three roentgenograms. 


Castillo Odena, I.; Autorina, C., and Pujo 
Diaz, M.: Arthroplasty with Acrylic Prosthe- 
sis in Pseudarthrosis of the Femoral Neck. 

The authors state that perhaps the most 
precisely indicated procedure for arthroplas- 
tic resection-reconstruction of the hip with 
the use of an acrylic prosthesis is pseudar- 
throsis of the femoral neck and that in 
cases of recent fracture, especially subcapi- 
tal, they have obtained excellent results with 
Judet’s operation. They add that in the near 
een this may become the procedure of 
choice. 
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In the first cases they used Judet’s typical 
mushroom-shaped acrylic prosthesis, but 
they encountered some inconveniences. Then 
they employed Thomson’s prosthesis, which, 
on the basis of experience, they consider the 
most practical and useful device available 
for this purpose. 

Its shape is like that of a pear or an elec- 
tric light bulb prolonged by a trilaminar 
clove. When it is fitted into the femoral neck 
it is reabsorbed under excessive pressure, 
the widened part of the stalk acting as a true 
femoral neck. 

Later, in another communication, the au- 
thors will again recommend this prosthesis 
for fractures of the femoral neck. The ad- 
vantageous results obtained will be presented 
in detail. 


Sgrasso, J. A.: Dissecting Ostiochondritis 
of the Shoulder. 

This is a brief paper in which roentgen 
localization of scapulohumeral osteochon- 
dritis is described. Roentgen examination 
showed the typical image of osteochondritis 
dissecans of the humeral head, and the diag- 
nosis was confirmed by exploration through 
a deltopectoral incision. All of the necrotic 
and detached tissue was excised. The patient 
quickly recovered articular function, and the 
symptoms disappeared completely. 


Didier, A.: Fixation of the Wrist by Rob- 
inson Kayfetez’s Technic. 

Although communications on this subject 
have been presented to the Society by other 
authors, the one to which this work belongs 
makes a notable contribution to knowledge 
of the technic. It includes roentgenograms 
of some of the 6 patients operated on by the 
author. 

He states that the advantages of this 
operation are the following: 

1. The technic is simple. 

2. Optimal fixation is obtained by the 
screw method, which prevents any modifica- 
tion of position inside the plaster of paris 
applied to arthrodose the wrist. 

3. The compression exerted at the osseous 
extremes within themselves, especially an 
adequate screw of the kind used for wood, 
accelerates consolidation. In the author’s 
cases fusion was always complete before the 
eighth week, and the ankylosis obtained was 
always of good quality. 


Ottolenghi, C. E.: Substitution for the 
Thumb. 
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A brief report is given of a patient who, in 
a railroad accident, suffered a lesion of the 
thenar region and thumb of the left hand. 
At the time of hospitalization there was total 
necrosis of the affected zone. For this reason 
disarticulation of the thumb was carried out. 
A bloody surface was left on the back of the 
hand and the thenar eminence, which was 
covered with a pedicle graft. There was also 
fracture of the metacarpal head of the fore- 
finger, which could not be corrected because 
of the lesion in the soft parts. 

Transplantation of the forefinger to the 
metacarpal joint of the thumb was performed 
according to Hilgenfeldt’s technic. The met- 
acarpal head of the forefinger was resected 
in successive stages. Retouches with plastic 
were done, the finger having “caught” per- 
fectly, with apposition and ability to reach 
to the little finger; flexion and extension 


were good, and sensibility was perfectly pre- 


served. 
In the author’s opinion this is the first 
such case to be shown to the Society. 


Gotta, H.; Lascano Gonzalez, J. C., and 
Spataro: Presacral Tumour. 


A detailed clinical history is presented of 
an uncommon lesion, the symptoms of which 
simulated those of mechanical alterations 
compressing the intrapelvic organs. Clinical 
roentgen examination showed this lesion to 
be a presacral tumor, and histopathologic 
study revealed that it was a myxolipoma. The 
tumor in this case was histologically typical 
and biologically potentially malignant, being 
constituted of an embryonal tissue without 
duplication in the adult organism. 


Castillo Odena, I.: Lumbar Pott’s Disease. 
The case of a patient aged 26 with Potts’ 
disease of the second lumbar vertebra is 
briefly reported. Surgical excision of the cold 
abscess was carried out, extending to the 


body of the vertebra. The operation was 
ended by the use of an infundibuliform tam- 
pon, the apex of which also came up to the 
body of the vertebra. Next, 300 mg. of mar- 
silid was administered. After twenty days 
the patient could walk, and after thirty days 
the wound was completely closed. The drug 
was continued for fifty-eight days, to a total 
dose of 15,400 mg. Increase in weight and 
improvement of the patient’s general condi- 
tion resulted. After months, the roentgeno- 
grams showed nearly total disappearance of 
the sequestrum and a tendency to synostosis 
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of the second and third lumbar vertebral 
bodies. 

The lapse of time since the operation is 
too brief to justify any conclusions, but the 
author considers it important to report the 
immediate results of the operation combined 
with marsilid, since he considers it very 
good and one that provides unexpected pro- 
tection in the treatment of osteoarticular tu- 
berculosis. He states that the drug is toxic 
and must be managed with care. It has not 
yet been put on the market. 


Muscolo, D. T.; Lascano Gonzalez, J. C.; 
Castellanos, H., and Giola, T. (h): Osseous 
Sarcoidosis; Some Considerations in Connec- 
tion with a Case. 

The authors say that, according to a review 
of the literature, osseous sarcoidosis is rare. 
In more than twenty years of active work in 
hospital orthopedic services and in private 
practice they have encountered only 1 case, 
which they report in this paper. The clinical 
history is told in detail, accompanied with 
photographs, roentgenograms and photomi- 
crographs. The authors refer to the first de- 
scriptions of the disease by Bisnier, Coeck 
and Schumann, and to authors who have 
stated that the disease is a benign form of 
retriculoendotheliosis, of slow growth and 
very often silent, seldom affecting the gen- 
eral health. Sometimes it can be said to 
“freeze” for several years. The cause is un- 
known, but two theories are presented, one 
attributing it to tuberculosis and the other 
to a virus. 

Arguments pro and con, with regard to 
both theories, are presented. The authors 
mention the fact that their patient lived with 
tuberculous uncles and that one sister had 
bacillary ademitis and another a pulmonary 
disease with hemoptysis. They mention the 
osseus lesions associated with this disease, 
for which no effective treatment is known. 

In the case reported, the following events 
were outstanding: 

1. The osseous lesions occurred several 

years in advance of the cutaneous and 
rhinopharyngeal lesions. 
It was roentgenographically proved 
that the division into varieties is arti- 
ficial, for different evolutionary stages 
are represented. 

. The process caused ulceration of the 
skin after its external development. 

. The bacillary ambient antecedents sug- 
gest a relation with tuberculosis, al- 
though there is no proof. 
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Tamini, R. A.: Surgical Treatment of Os- 
seous Tuberculosis. 

Surgical treatment of osseous tuberculosis 
has recently undergone some modifications of 
its fundamental principles, for which reason 
it is an important subject. It is one that in- 
terests equally the specialist and the general 
surgeon. 

The author refers exclusively to surgical 
treatment, makes some general comments, 
then briefly lists the signs of the condition in 
its most frequent sites: spine, hip, knee, neck, 
foot and wrist. 

He classifies operations for bacillary le- 
sions into three main types: ablative, fixa- 
tive and complementary (designed to treat 
complications or symptomatic manifestations 
of the disease). 

Each of the points enumerated is thor- 
oughly analyzed, with a review of the meth- 
ods employed by different authors. 


Ego Grossi, A.: Maffucci’s Syndrome. 

A case of Maffucci’s syndrome (Ollier’s 
dischondrophasia and multiple angiomas) is 
reported. The lesions were unilateral; nu- 
merous pigmented nevi were present; goiter 
was observed; there was a tendency toward 
calcification of the osseous lesions, and there 
was a tumor in the radius that was not there 
thirteen years earlier. The probable indica- 
tions of Maffucci’s syndrome are stated. 

From the introduction of this case the au- 
thor draws the following conclusions: 

1. Maffucci’s syndrome is a morbid con- 
genital entity, the fundamental compo- 
nent of which is. dyschondroplasia, to 
which cavernous angiomas and phle- 
bectasia are added. In this case there 
were also pigmented nevi and a simple 
goiter. 

. Maffucci’s syndrome has probable noso- 
logic relations with the fibrous polio- 
static dysplasia of Jaffe and Lichten- 
sein, the Albright syndrome, Klippel- 
Trenaimay’s syndrome, Parkes Weber’s 
syndrome and the Capetle-Leger-Paris 
syndrome. 

. The existence of tumors and hyperpla- 
sis suggests the existence of a field 
favorable to all such developments or 
of some common factor. 


Hernandez, J.: Operative Discography. 

Three cases of operative discographic 
study are described in this preliminary com- 
munication on a work just started. The clin- 
ical history and the operation performed are 
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briefly described. 

The difficulties of performing discographic 
studies are numerous. Until the technics are 
improved, operative discographic studies are 
useful. The author proposes the exploratory 
method, which is simple and without risk, 
outlining briefly the technic he followed. He 
ends by saying that in the national literature 
there are no descriptions and in the foreign 
literature the authors mention only the de- 
gree of ease with which the liquid (serum or 
procaine hydrochloride) goes into the disc. 


Mosca, L. G.: Eosinophilic Granuloma of 
Bone. 

Eosinophilic granulation of the bone be- 
comes necessary with increased frequency, 
according to the observation of persons in- 
terested in osseous pathology. A brief re- 
view of the author’s former publications on 
this theme is presented, and the terms pro- 
posed for designation of this disease are 
listed. 

Clinical signs, causation, prognosis, roent- 
gen diagnosis and treatment are briefly ana- 
lyzed. The majority of the osseous cores that 
have been surgically entered to remove a 
specimen or to treat the process radically 
have been cured immediately after the opera- 
tion. Spontaneous cure is frequent. Roent- 
gen therapy, however, is preferred, as it 
causes the pain to recede more rapidly. 
Nevertheless, there are radioresistant eosino- 
philic granulomas. Relapse after roentgen 
therapy has also been reported. 


GENERAL SURGERY 


Franchini, Y.: Hematomas of the Nasal 
Septum. 

The author states that, although there is 
nothing new to say of the etiologic and path- 
ogenic pictures, his observations may be use- 
ful in prophylaxis and treatment. He com- 
ments briefly on this type of hematoma, its 
classification (traumatic or nontraumatic), 
pathologic and anatomic aspects, symptoms, 
diagnosis, evolution and prognosis. 

He classifies the treatment into prophy- 
lactic and curative. With regard to the first, 
he refers only to postoperative hematomas, 
for the sequalae of accidental trauma can- 
not possibly be prevented. When an effusion 
of blood appears, formed by a wound of the 
artery of the subseptum during the opera- 
tion, when the nasal spine of the upper max- 
illary is excised, if it is not too fully devel- 
oped and does not diminish the caliber of the 
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nasal fossae, he advises the surgeon not to 
touch it. He also advises that a window be 
opened in one of the two mucoperichrondric 
sides, to drain the blood that would other- 
wise be heaped up in the dead space left by 
resection of the quadrangular cartilage. He 
recommends placement of a main artery at 
the lowest extreme of the operative incision. 
This is withdrawn twenty-four hours later, 
after which time a hematoma seldom de- 
velops. 

Having observed that hematomas are more 
frequent when the mucosa is sutured, he ad- 
vises not suturing it when it is not essential. 
To guard against forming a hematoma and 
to prevent infection, he subjects the patient 
to treatment with antibacteriobiotics until 
twenty-four hours after the operation. If a 
hematoma develops he promptly reopens the 
operative incision, draining with iodoform 
gauze and plugging the nasal fossae for one 
day or more. In the presence of a traumatic 
hematoma he performs evacuation through a 
wide bilateral incision and extracts the co- 
agulum, instilling penicillin and streptomy- 
cin. He employs drainage with iodoform 
gauze and parenteral administration of anti- 
biotics and calcium gluconate. 


Natusevich, J.: Some General Concepts 
Concerning the Treatment of Epistaxis. 


After defining epistaxis and referring to 
its most frequent causes, the author says 
that to inhibit the bleeding is not as easy as 
it seems and sometimes presents very serious 


difficulties. For this reason it is advisable 
to approach the condition with a definite 
plan and to perform the operation immedi- 
ately. 

Some general considerations are brought 
forward; different types of epistaxis are 
classified and analyzed, and the treatment of 
each type is set forth. 


Pierini, E. A. A., and Agra, A.: Epistaxis 
as a Sign of Hemorrhage of the Interior Ca- 
rotid Artery in Its Tympanic Portion: Prob- 
able Intrapetrosal Aneurysm. 


Epistaxis as a sign of a carotid lesion is 
not frequent, and for that reason the authors 
report a case in which they had the oppor- 
tunity to assist. The clinical history is thor- 
oughly described, as is the operation per- 
formed. The latter consists of section be- 
tween two ligatures of the primitive ca- 
rotid because of a massive hemorrhage 
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caused by arteriographic examination. 

Some anatomic considerations are pre- 
sented, and it is mentioned that in the pa- 
tient described, who was syphilitic and had 
vestibular alterations suggesting a specific 
lesion, the hemorrhage could have been pro- 
duced by a lesion of the arterial wall in the 
intrapetrosal region, by a gummy lesion of 
the carotid canal or by syphilitic arterial 
aneurysm of artery. Judging by the arterio- 
graphic image, the authors incline toward 
the cause last mentioned. 

With regard to treatment, the primitive 
carotid was chosen because ligature is less 
dangerous than with the internal one. If it 
is necessary, there is always time to ligate 
the internal one. The section was done be- 
tween two ligatures because it seems proved 
that postoperative thrombosis is more fre- 
quent when simple ligature is done, as the 
systolic shock to the proximal portion of the 
artery mobilizes the thrombus formed in the 
distal portion. 


Franchini, Y.; Gustavino, D. F., and Gon- 
zalez, A. I.: The Etiopathologeny and Prophy- 
laxis of Tonsillar Diseases in Childhood. 


The authors describe hypertrophic diseases 
of the tonsil that have a noxious effect on the 
normal organism. 

They analyze the causes of hypertrophy 
(local infection, the constitutional factor, 
eruptive or infectious disease, anatomic an- 
omalies and allergic states) when the causes 
of the tonsillar hypertrophy are revealed, a 
clear idea can be gained of the measures to 
be taken in prophylaxis. 

They conclude that investigation of allergy 
in the child’s progenitors, with study of the 
causes and antiallergic medication, will con- 
stitute the routine to be followed in the pre- 
operative treatment of these patients. 


Febbraro, E. S.: Radiographic Exploration 
of the Cavum, Employing a New Radiopaque 
Substance: Preliminary Communication. 

Owing to the interest awakened among 
specialists, the study of the cavum and the 
importance of its anatomic roentgen picture, 
the author has taken roentgenograms of this 
important zone of the rhinopharynx, using an 
opaque substance, umbrodil. 

The technic employed is briefly described. 
The opaque medium can be administered by 
nasal instillation, by pulverization or by 
nebulization. 


é 
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Vasquez, M. J., and Molmenti, L. A.: Her- 
nias and Ventral Hernias. 


This is a publication of the theoreticopracti- 
cal course in surgical technics for graduates 
of the Surgical School for Graduates, 1945, 
under the direction of the authors. A brief 
description is given of the cases of hernial 
relapse; the pathologic-anatomic character of 
hernia, including ventral hernia, and, finally, 
recommendations as to the selection and 
method of treatment. 


Calcagno, I. R., and Ferri, C. J.: Gigantic 
Granulation of Abdominal Wall by Use of 
Catgut. 


A case is reported of giant granuloma of the 
abdomial wall due to catgut, which, because of 
the frequency of such accidents and the 
character of the material, the authors consider 
interesting. They state that a preoperative 
diagnosis was made; that a previous biopsy 
revealing “intense fibrosis of the anterior 
rectum” contributed to the mistake, and that 
only after the extirpation en bloc of the tumor 
and the invaded rectal muscles was it dis- 
covered that the condition was inflammatory, 
of cellular origin, and not ligamental or 
fibrosarcomatoid as they had supposed. 

The patient’s clinical history is recounted, 
the operation is described, and the work ends 
with a comment on suture materials, especially 
on the granuloma caused by catgut. The lesion 
must be differentiated from fibroma, wall 
sarcoma, epiploic hernia of the scar, hydatid 
cyst, angioma of the abdominal wall and some 
other surgical conditions. 


Boragina, R. C.; Schieppati, E., and La- 
cour, G.: Fluctuating Abscess of the Tho- 
racic Wall, Tumor Form: Thoracectomy; 
Bovine Fascia. 


The case reported by the authors is the first 
of its kind encountered in more than 16,000 
patients registered in the Regional Institute 
of Thoracic and Tuberculous Surgery. The 
Argentine literature reveals no similar case. 
This condition originates in the long bones, 
cartilages and joints. 

Its occurrence in a rib as a solitary core 
simulating a true malignant tumor of the 
same, and treated as one, is most uncommon. 
The patient in the authors’ case had a chronic 
cough; her husband had died of pulmonary 
tuberculosis, and she had a daughter with in- 
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flammatory lesions. The histopathologic diag- 
nosis was “tuberculous caseous osteomyelitis, 
productive.” 

These lesions are metastatic cores of long 
evolution, and produce no symptoms until long 
after implantation. The process was obviously 
surgical. The authors do not disregard the 
favorable action of roentgen therapy, although 
they state that it is slowly manifested. 

The clinical history of the case is presented 
and the operation described in detail. An ample 
thoracectomy was carried out, the last por- 
tion of the thoracic wall being replaced with 
bovine fascia. Healing occurred per primanae. 
An inflammatory tumor, specifically tubercu- 
lous, was extirpated from the costal region. 
The course was highly favorable. 


PLASTIC SURGERY 


Malbec, E. F.: Postoperative Course in 
Rhinoplasties. 


The author presents an extensive work pre- 
pared for communication to the Argentine 
Society of Plastic Surgery. To facilitate the 
exposition and orderly presentation, he omits 
the classic theories and describes, according to 
his own judgment, the difference between the 
normal and the pathologic postoperative 
course. 

Otermin Aguirre, J.: Prognathism and 
Micrognathism. 


The author, to correct prognathism, retro- 
nathism, and laterognathism, performs osteot- 
omy by the Blair II-Hensel technic. He uses 
the electric impactor and has been able to in- 
troduce vitallium among the divisions of the 
ascending branches of the inferior maxillary, 
in a case of repeated operations, without fail- 
ure. For deformities of the chin he uses 
polyethylene. 


Marino, H.: Surgical Reconstruction of the 
Hard Palate. 


After a brief review of the causes and 
treatment of loss of substance of the hard 
palate, the author describes the procedure 
followed to treat a total loss of substance 
resulting from the partial failure of a ret- 
ropositioning palatal operation. This con- 
sists of reparation with a skin tube from the 
patient’s right side, taken in successive stages 
to the submental region and then to the 
mouth. In the author’s experience it is a 
successful procedure. 
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Marino, H.: Losses of Substance of the 
Buccal and Pharyngeal Wall: Strip Repair 
with Cutaneous Islet. 


The problems caused by loss of partial 
substance in the buccal and pharyngeal cavi- 
ties are reviewed, and the different proce- 
dures employed in treatment are discussed. 
A technic of simultaneous closure of the 
mucous and cutaneous levels is proposed; 
strip repair with an “islet” made in a skin 
tube. 


Dalla Villa, J.: Application of the Tubular 
Strip. 

The author discusses reconstruction, by 
means of tubular strips, of the conjunctival 
surfaces of the orbital cavity and the palatine 
arch, which has been repeatedly done, with 
unfavorable results, because of the particular 
structural characteristics of the cavities. . 

Reconstruction of the orbital cavity is gen- 
erally done by grafting according to the 
MacPindos or Kazanjian technic, which 


seems to have some technical advantages. 
Late in the postoperative period, however, 
reconstruction by grafting requires careful 
supervision that is not always available, 


since the six months recommended by Mac- 
Pindos is the minimal time required to guar- 
antee sound reconstruction. Contraction and 
ulceration of the graft are constant risks 
in cavernous reconstruction. 

The tubular strip, once it is placed and 
unfolded on the walls of the orbital cavity, 
offers dependable reconstruction in both 
situation and function, and no changes in 
its architecture need be apprehended. An- 
other advantage, according to the author, is 
“quilting” of the soft walls that will cover 
the hard walls of the cavity, supplying the 
prosthesis with a plastic and a near-anatomic 
bed. 

Reconstruction in the author’s second case 
gave the greatest satisfaction, for the prob- 
lem had been considered beyond the possi- 
bilities of either surgery or orthodontia. The 
reconstructive and functional results were 
very good. The special character of the 
patients helped in the work. The author 
intends, especially as far as reconstruction 
of the palatal arch is concerned, to make 
good use of this type of strip in the Pueri- 
culture Institute of Cordoba. 


Fernandez, J. C., and Correa Iturraspe, M.: 
Mentothoracic Symphysis by Burn: Plastic 
with Strips of Adjoining Tissue. 
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As a result of incorrectly treated burns, 
a patient showed, among other lesions, an 
accentuated mentothoracic symphysis. It was 
treated by excision, which led to wide ex- 
tension of the neck, the resulting opening 
being repaired later with strips of flesh 
from the area (French method). A com- 
plementary operation, also with mobilization 
of strips of adjoining tissue, improved the 
result of the first one. The correction ob- 
tained was satisfactory. 

The authors hold that the use of adjoining 
strips is the best means of covering the 
large opening left by wide excision. It may 
be used, according to the circumstances, with 
French or Indian strips, or strips of both 
types. It is completed in one or several 
operative stages. 


Benain, F.: The Skin Graft in the Repair 
of the Ulcers of the Legs. 

The etiologic and pathogenic aspects of 
ulcers of the legs are studied, and 4 groups 
of causes are thoroughly analyzed. “Scalp- 
ings,” third degree burns, and trophic (vas- 
cular) causes are most frequent. The venous 
and arterial alterations associated with these 
are studied. Under the venous type, varieties 
of thrombophlebitis are mentioned, with em- 
phasis on the predisposing factor (familial, 
biologic) and of the mechanical factor (val- 
vular inadequacy) which, associated with 
thrombosis, may produce the syndrome of 
stasis in the leg. Among arterial alterations, 
slight functional disturbances, thromboan- 
gitis and arteriosclerosis are included. The 
author insists upon the necessity of careful 
examination of the vascular system by clini- 
cal methods (tests of the arterial pulse rate, 
determination of the cutaneous temperature, 
observation of the color of the skin) and 
instrumental methods (oscillometric, arterio- 
graphic, capilleroscopic) to diagnose diseases 
of the arterial trunk and its collaterals or 
capillaries. In cases of venus upsets, func- 
tional tests and dynamic sphygmographic 
examinations help to localize the condition. 
The process of natural repair of ulcerous 
lesions is discussed. Treatment is approached 
from the points of view of the many cases 
of ulcerations, burns, traumatism and shock. 
For improvement of the circulatory state, 
pariarterial infiltrations, infiltrations of the 
sympathetic nerve, lumbar sympathectomy, 
antispasmodics, vasodilators and chemical in- 
hibitors are employed, as are elastic band- 
ages, the Trendelenburg position, resection 
of the saphenous vein, phlebosclerosis, phle- 
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boretraction and ligature of the collateral 
vessels of the popliteal artery. In local treat- 
ment of the ulcer, as a preparation for in- 
grafting, saline baths, wet bandages and 
frequent cleansings of the skin are used. For 
large ulcers Cabarro’s grafts, particularly 
of the split type, are preferred. 

The results obtained with 37 trophic ulcers 
(30 cures and 7 failures) are analyzed. 


Otermin Aguirre, J.: Polyethylene in Hy- 
potrophic Breasts. 

This is the first of a series of articles on 
surgically treated atrophic and hypotrophic 
breasts. The results a year and a half after 
the operation are given as a basis for future 
work. 

A case is reported and the operation briefly 
described. Four photographs are presented. 
The author states that he is anticipating a 
new method, simple of application and with- 
out risk to the patient, that may solve the 
problem in most cases. 


Kirschbaum, S.; Schneerson, D., and Pan- 
dolfi, C. A.: Severe Burns: Treatment: Ho- 
moplastic Graft. 

A general classification of burns into three 
categories is offered on the basis of logical, 
clinical, and therapeutic study, since most 
classifications, based on the degree and ex- 
tension of the lesion, do not correspond with 
the actual situation. A general and precise 
study of burns has been made, and the 
technic followed by the authors is explained. 
They refer to the technics of autografting 
and homografting followed by them in treat- 
ing burns of the third degree. 

In their experience, similarity of blood 
groups sometimes has resulted in a few more 
weeks of survival, the Rh factor having no 
importance. They urge that “banks” of hu- 
man skin be established, for its application 
is a resource that allows preservation of life 
in more than 50 to 60 per cent of persons 
badly burned. 


PROCTOLOGIC SURGERY 


Musiari, J. P.: The Anal Glands: Their 
Importance in the Surgical Treatment of 
Proctoperineal Fistula. 

The literature on the anal glands and 
their importance in the pathogenesis of fistu- 
la is reviewed. The author then refers to the 
three glandular fistulas observed by him in 
histologic sections, anal, apocrine and sudor- 
tiparous, proceeding to describe the first. 
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Some hypotheses on the problems of proc- 
tologic disease are given. Conditions requir- 
ing surgical treatment of the proctoperineal 
fistula are pointed out, and the procedures 
used in the treatment of several types of 
fistula are listed: 

Intrasphincteric: Fistulectomy without sec- 
tion of the sphincters, fistulectomy with sec- 
tion of the sphincters; Chambouleyron’s 
technic. The first and third indicated ex- 
clusively in cases of fistula with well-defined 
trajections that show the involvement of a 
gland without ramifications infiltrating the 
sphincteric muscles. The second is indicated 
for fistulas with indefinite trajections and 
abundant necrotic tissue, which indicates 
the involvement of a gland with multiple 
ramications infiltrating the sphincters. 

Trans-sphincteric: Fistulotomy or fistulec- 
tomy, with sphincteric section or without it, 
according to the position, direction and 
number of trajections. 


Schapira, R.: Hemorrhoids: Their Diag- 
nosis and Treatment. 


The author, in every case of hemorrhage 
from the rectum, preconizes and carries out 
a complete examination, including an inspec- 
tion of the anal region, rectal palpation, 
anoscopic, rectoscopic and radiographic study 
of the colon per enema, evacuated or insuf- 
flated, and parasitologic analysis of fecal 
content. He does not end his examination 
after discovering the hemorrhoids, but he 
always completes it because of the possibility 
that they are associated with other hematic 
processes. 

With regard to treatment, surgical inter- 
vention is preferable and is always per- 
formed, though there exists the false concept 
that operation for hemorrhoids is one of the 
most painful during the postoperative course. 
Experience has shown that with good technic 
this is not true. He describes the technic 
followed by Bing, as well as the most frequent 
postoperative complications (retention of ur- 
ine, immediate and mediate postoperative 
hemorrhage, abcesses, fistulas, fissures and 
narrowing of the anus). 

Occasionally, some time after the opera- 
tion, the hemorrhoids appear again. Is this 
a relapse? Not unless rough mistakes in 
technic have been made. In the anal region 
as many as six hemorrhoidal pockets may 
develop. At operation, those existing at the 
time are extirpated (usually 3 or 4, seldom 
2). The remainder develop afterward, leading 
the patient to think he has had a recurrence. 
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Steinberg, I. J.: Clinical Aspects of Cancer 
of the Rectum. 

The most important symptoms of 25 pa- 
tients treated for two years for cancer of 
strictly rectal localization are analyzed. Pre- 
cise study of all these symptoms enables the 
surgeon to guide the clinical investigation 
in the search for rectal cancer. In all the 
cases referred to by the author, surgical 
treatment was employed. 


THORACIC SURGERY 


Velasco, R., and Juan, A.: Huge Endotho- 
racic Goiter. 

The authors present the clinical history 
of a case in which an endothoracic goiter 
simulated the cervical goiter which, in its 
development, sends one or more extensions 
toward the thorax, or by displacement pene- 
trates it. Relevant problems and difficulties 
with regard to extirpation are discussed. 

The authors describe the roentgenographic, 
laryngoscopic and electrocardiographic tech- 
nics they use, as well as the basal metabolism 
test. The surgical procedure must be care- 
fully chosen. The authors prefer to operate 
in two stages: cervical in the first stage and 


posterolateral thoracic for the second. The 
operation is described. In the authors’ opin- 
ion ablation would not be practicable, with- 
out serious risks, by sternotomy combined 
with cervical approach. 


Balla, A. E., and Longhi, E. H.: Fibrosar- 
coma of the Mediastinum. 


The problem of the endothoracic, pulmo- 
nary or mediastinal tumor has lately been 
mitigated by improvement in surgical and 
anesthesiologic technic, which has increased 
the possibilities of ablation. 

A case is recorded in which a large medi- 
astinal tumor was extirpated. The operation 
was followed by the disappearance of the 
compressive syndrome and clinical recuper- 
ation. 

The clinical history is given, the operation 
described and the results of anatomopatho- 
logic and histologic examination reported. 


Gil Marino, J. A.: Surgery of the Esopha- 
gus: A Technical Resource In Esophagogas- 
tric Anastomosis on the Posterior Gastric 
Surface. 


For neoplasms in the lower part of the 
esophagus with metastases to the cardia and 
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the upper part of the stomach, or tumors that 
originate on the lesser curvature and reach 
to the lower part of the esophagus, resection 
is mandatory and should include the skele- 
tonized stomach, the lesion and all involved 
glandular tissue. 


Brea, N. M.: Alvarez, F. H.: and Lombardi 
E.: Benign Extramucus Tumors of the Esoph- 
agus. 

Benign tumors of the esophagus are rare. 
The authors review the literature briefly, 
stating that Paterson collected reports of 62 
cases published between 1717 and 1932. A 
statistical study completed in 1945 by Adams 
and Hoover recorded 91 more. Of 1,459 au- 
topsies performed up to 1944 in the Mayo 
Clinic, only 44 such tumors were found. 
Shafer and Kittle examined 6,001 cadavers, 
finding only 11 benign tumors of the esopha- 
gus. 

The origin of these tumors from the mucosa 
is discussed, as is the origin of extramucous 
and benign intramural tumors. As they are 
potentially malign, all “benign” tumors of the 
esophagus must be operated on though extir- 
pation is not as urgently indicated as for can- 
cer. 

The authors analyze the symptoms, diag- 
nosis and treatment, ending with report of a 
case of their own. 


Yodica. A., and Le Chiare, F.: Cancer of 
the Esophagus. 

The authors consider it mandatory to or- 
ganize a publicity campaign to inform the 
public of the risk of long-standing dysphagia. 
The first symptom of dysphagia requires a 
complete examination, since cancer may thus 
be diagnosed in time. 

In their opinion, operation as the sole treat- 
ment of cancer of the esophagus has partly 
failed. They propose a combined treatment of 
thoracotomy, dissection and isolation of the 
esophagus and the application of radium to 
the site of the tumor. 


Malenchini, M., and Resano, J. H.: Pha- 
ryngoesophageal Anterior Diverticulum. 

The authors continue their series of rare 
esophagopathies, with a report of Case 9 illus- 
trated with three roentgenograms. In this 
case a giant esophagus with papyraceous walls 
was present. Because of esophageal reflux, it 
corresponded neither with the picture of dila- 
tation of the esophagus nor with that of 
cardiospasm. For that reason they have called 
the condition “esophazopathy.” 
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Malenchini, M. and Resaho, J. H.: Con- 
genitally Long Esophagus. 

This is the tenth observation in the series 
of rare esophagopathies. They present briefly 
the clinical history of the case, in which roent- 
gen rays, during a routine examination of the 
digestive apparatus, revealed the anomaly. In 
caliber the esophagus was slightly above nor- 
mal. 


Malenchini, M., and Resano, J. H.: Syphi- 
lis of the Esophagus. 

The eleventh case in the authors’ series of 
rare esophagopathies is that of a patient 27 
years old with serious esophageal troubles; 
roentgenographically there was multiple ste- 
nosis twelve years later, with three diverticu- 
lar formations. A close relation existed be- 
tween the patient’s esophageal trouble and the 
syphilis, suggesting a related cause. 


Malenchini, M., and Resano, J. H.: Narrow- 
ing of the Esophagus. 

The authors, continuing their series of rare 
esophagopathies with Observation 12, present 
the brief clinical histories of 2 patients on 
whom they performed respectively ablation of 
a mammary cancer and ablation of a pul- 
monary cancer. Some years later obstructive 
dysphagias appeared because of stenosis of the 
esophagus, apparently benign, from extramu- 
cous metastasis. 


Malenchini, M., and Resano, J. H.: Pharyn- 
goesophageal Anterior Diverticulum. 

Observation 13 in the authors’ series of rare 
esophagopathies was a case of pharyngo- 
esophageal anterior diverticulum. Roentgen 
data are presented. 


Malenchini, M., and Resano, J. H.: Pharyn- 
goesophageal Diverticulum with a Benign 
Tumor. 

In Observation 14 of the authors’ series of 
rare esophagopathies, a zenckerian diverticu- 
lum was associated with a benign tumor radi- 
ologically simulating a cancer of the cervical 
portion of the esophagus. 


Malenchini, M., and Resano, J. H.: Eso- 
phageal—Mediastinal Cutaneous Fistula by 
Pott’s Disease. 

In Observation 15 of the authors’ series of 
rare esophagopathies a cutaneous fistula was 
associated with Pott’s disease. The clinical 
history is given. 


ARGENTINE ABSTRACTS 


Malenchini, M., and Resano, J. H.: Nar- 
rowing of the Esophagus Associated with 
a Cutaneous Disease (Duhring’s Dermatitis). 

Observation 16 of the authors’ series of rare 
esophagopathies was a case characterized by 
benign narrowing of the esophagus associated 
with Duhring’s Dermatitis and dysphagia. 
The dysphagia disappeared after the esoph- 
agus was dilated. 


Malenchini, M., and Resano, J. H.: Spas- 
modic Stenosis of the Inferior Half of the 
Thoracic Portion of the Esophagus. 

In Observation 17 of the authors’ series of 
rare esophagopathies they noticed the roent- 
gen image of peptic inflammation of the esoph- 
agus, irreducible by medicinal treatment. This 
proved to be spasmodic stenosis of the inferior 
half of the thoracic part of the esophagus. 
The clinical history is given. 


Malenchini, M., and Resano, J. H.: Esoph- 
agopathy. 

In Observation 18 of the authors’ series of 
rare esophagopathies there was obstructive 
and painful dysphagia of fourteen years’ du- 
ration, with a curious roentgen image of a 
dilated and funnel shaped esophagus, which, 
so far as they know, cannot be identified either 
as meganesophagus or as the result of steno- 
sis of undetermined origin. Neither is it one 
of the several known types of congenital mal- 
formation. For this reason, while waiting for 
the results of anatomic tests, they classify it 
as “esophagopathy X, No. 21.” 


Malenchini, M., and Resano, J. H.: Retro- 
bifurcated Narrowing of a Congenitally 
Small Esophagus in an Aged Man. 

In Observation 19 of the series of rare 
esophagopathies, the clinical and roentgen 
picture was that of scirrhous carcinoma at the 
level of the tracheal bifurcation. Autopsy 
showed a peptic ulcer. The ectopic cardia was 
not, as is normal, at the level of the inferior 
pulmonary vein, but at that of the bifurcation. 


Malenchini, M., and Resano, J. H.: Nar- 
rowness of the Lower Third of the Esopha- 
gus Due to Metastatic Ganglion from a Pul- 
monary Cancer. 

Obstructive dysphagia of ten months’ dura- 
tion was present, with roentgen evidence of a 
cancer in the ectopic cardia of a patient with 
a small esophagus. Operatively, seen from the 
outside, the tumor was indistinguishable from 
the esophageal cancer. It is described as hav- 
ing the appearance of a gaseous ganglion with 
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cellules of fat, probably a metastasis from a 
pulmonary cancer. Clinical and roentgen study 
revealed the primary cancer in the right lung. 


Sonzini Astudillo, S.; Lavisse, J., and Sar- 
giotto, L. A.: Diaphragmatic Hernias. 


Five cases of diaphragmatic hernia are re- 
ported, the patients being of both sexes. Their 
ages ranged from 10 to 68 years. In the first 
case the hernia was traumatic, and there were 
neurologic symptoms that may be included 
among the dystrophies caused by axonal anti- 
dromic stimulation. 

In every case the authors observed what 
Janes has so brilliantly set forth: Not one 
of the patients wanted to undergo phrenec- 
tomy, not even for surgical repair. They were 
treated by special diets, antacids and anti- 
spasmodics (atropine, belladonna, trasentine 
and nitroglycerin). None showed signs of 
coronary disease. Except for one patient all 
have survived although another, 63 years old, 
has remained for treatment. Both suffered 
from moderate hypochromic anemia. 

The first patient, 57 years old, went to a 
traumatologic service for consultation on loco- 
motor troubles and died of ventricular fibril- 
lation during an attack of acute pulmonary 
edema. In a third patient, 60 years old, there 
was perforation of the herniated portion of 
the stomach, followed by death from severe 
hemoptysis, hematemesis and melena. 


Valdano, S. O.: Diaphragmatic Congenital 
Hernias. 

Four cases of congenital diaphragmatic 
hernia diagnosed in the Maternity Institute of 
Cordoba in the past ten years are reported. 
Three of the hernias were discovered at au- 
topsy; the fourth, during life. 

The authors emphasize the importance of 
performing autopsy in doubtful cases, in or- 
der to protect the surgeon from unjustified 
criticism. The possibility of diagnosing the 
condition during life is also discussed. 


Le Cjiare, F.: The Tachydiagnosis of Sur- 
gical Bronchopulmonary Disease. 


Tachydiagnosis, a word whose paternity is 
attributed to Prof. Yodice, suggests to the 
doctor’s mind an opportune, early and accu- 
rate diagnosis on the basis of all the symptoms 
and signs of bronchopulmonary disease. The 
selection of the symptom or symptoms de- 
pends on the clinician’s skill and experience. 
The author presents various arguments to 
show that patients with bronchopulmonary 
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disease must be studied early to determine 
the proper treatment. 

He enumerates the most important stages 
of his own method. Diagnosis should be 
achieved in not more than ten or fifteen days, 
even in the worst circumstances. If other con- 
ditions can be eliminated, the clinician should 
suspect the presence of a medical or surgical 
pneumopathic condition. 


Pelliza, K. M.; Cerdell, H.: Mosquera, J. 
E.; Morcello, N. Y., and Grati, A. A.: Pneu- 
monectomy in the Child. 

The clinical history of a child 5 years old 
is presented to point out the security with 
which surgical problems of great importance 
in the child may be faced and to demonstrate 
the radical measures that must be taken for 
patients who, well oriented at the beginning 
of the disease, could have been cured or im- 
proved without a mutilating operation. Pneu- 
monectomy is an exceptional operation for a 
child, employed only when all other therapeutic 
methods have failed, and the final results jus- 
tify a discussion of better orientation in their 
treatment. 

The patient mentioned, four years after the 
operation, is in perfect condition without 
cough or expectoration and without limitation 
of his activities. 


Medici, F. A., and De Moro, E. R.: Extra- 
musculoperiosteal Pneumolysis and Filling 
with Polyethilene. 

The authors review the factors that have 
contributed to surgical collapse therapy for 
pulmonary tuberculosis and point out the 
physiopathologic basis for their preference of 
extramusculoperiosteal pneumoapicolysis over 
extrapleural pneumolysis. They describe the 
surgical technic of extramusculoperiosteal 
pneumoapicolysis and comment on the imme- 
diate results obtained in 62 operations per- 
formed on 57 patients from October 1952 to 
October 1953. 

Various factors have contributed to the suc- 
cess of surgical intervention for bilateral tu- 
berculosis. 


Velasco, R. N.: Bilateral Pulmonary Hyda- 
tidosis: Operation on Both Sides at One 
Time. 

The author describes a patient previously 
operated on for hydatid cyst of the liver, in 
whom a hydatid cyst was later discovered 
in each lung. Owing to the patient’s state, he 
decided to operate on both sides at the same 
session. The operation is briefly described. 
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There were no inconveniences during or after 
the operation. Total pulmonary reexpansion 
was obtained from the first moment; there was 
very limited drainage during the first twenty- 
four hours, and as a precaution the tubes were 
left in place until the fourth day. 


Roger, V. N.: Lung Cancer. 

The author discusses the diagnosis and 
treatment of patients with lung cancer who 
could be benefited by surgical treatment. His 
article is based on the patients operated on in 
the Surgical Clinic Institute of the Clinicos 
Hospital of Buenos Aires. 

Special importance, from the anatomopath- 
ologic, clinical and _ clinicoraroentgenologic 
points of view, is given to a classification 
based on the localization — central, or hilar, 
and peripheral, or extrahilar. The first type 
is located in the bronchus, producing early but 
not specific symptoms, since the lung and the 
bronchus react in the same way no matter 
what the cause of the irritation (dry or pro- 
ductive cough, mucus, mucopurulent discharge, 
hemopoietic sputum, incomplete obstruction 
with emphysema or complete obstruction with 
atelectasis, dyspnea, etc.). Seventy per cent 
of the bronchogenic cancers are hilar, for 
which reason they are within sight through 
the bronchoscope, and a good number of them 
are accessible to the biopsy forceps, by which 
means a sure preoperative diagnosis can be 
made. 

Peripheral cysts appear in a different form 
and are roentgenographically detected. The 
symptoms are vague and not characteristic, 
whether pulmonary or extrapulmonary. They 
originate in small bronchi of sufficient caliber 
to carry bloody secretions to the outside in 
the form of bloody sputum. At times they 
become evident while growing, because they 
touch the pleural surface, producing pain, ir- 
ritation and, in more advanced stages, parietal 
invasion. The involvement of the laryngeal 
nerve, with paralysis of the vocal cord or of 
the phrenic nerve with diaphragmatic paraly- 
sis, shows the mediastinal propagation. If the 
metastases are at a distance the symptoms are 
extrapulmonary, except in the presence of the 
rheumatic syndrome or Bamberger-Marie’s 
disease, which is distinguished by pain and 
the “watch-glass” deformity of the nails. 

The radiologic aspects of all these conditions 
are analyzed. 


Galarce, J. A.; Soraz, J.; Muniz, L., and 
Sanchez Suarez, R.: Surgical Treatment of 
Pulmonary Tuberculosis. 
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ARGENTINE ABSTRACTS 


Operations for pulmonary tuberculosis are 
classified as (1) direct, (2) motionless, (3) 
collapsing and (4) radical. The authors de- 
scribe their methods and comment on their 
results. With cavernostomy they have ob- 
tained 78.95 per cent of successful results; 
with section of adhesions to open the thorax, 
71.41 per cent; with extrapleural pneumo- 
thorax, 50 per cent; with the filling operation 
performed with different materials, 41.37 per 
cent; with thoracoplasty, 85.61 per cent, and 
with ablations, 85.71 per cent. 


Medici, F. A., and De Moro, E. R.: The 
Treatment of Large Pulmonary Tuberculous 
Cavities in the Lower Lobes. 

The nature of the large cavity in the lower 
lobe of a lung in most cases contraindicates 
medical treatment or surgical collapse therapy. 

The diaphragmatic paralysis and the pneu- 
moperitoneum that eventually result in most 
cases contribute to the functional disharmony 
and prevent restoration of the lung to normal. 
Medium-sized or large cavities in the lower 
lobes, coexisting with a paralyzed hemidia- 
phragm, indicate ablation and are an abso- 
lute contraindication to cavernostomy. 

When it is necessary to supplement caver- 
nostomy with collapse extramusculoperiosteal 
pneumolysis is indicated, followed by filling 
with plastic material. 

The authors state that in the treatment of 
large pulmonary tuberculous cavities, and 
cavities of the apexes of the inferior lobes, 
cavernostomy without thoracoplasty is the 
procedure of choice. 


Roger, N. V.: Hydatid Cyst of Liver with 
Thoracic Involvement; Bibiobronchial Fis- 
tula; Lobectomy; Cure. 

The author emphasizes the advantages of 
spinal anesthesia, which made it possible to 
operate on a patient in bad general condition, 
malnourished and with a chronic cough caus- 
ing suffocation crises, all of which contraindi- 
cated any form of general anesthesia. The 
combination employed (mylocaine, 1 per cent, 
with epinephrine in high continuous peridural 
injection between the tenth and eleventh dor- 
sal spaces) is a valuable resource. 

In the author’s opinion, operation must be 
tried whenever there is any possibility of cure. 
In the case reported it was highly successful. 
Undertaken as a desperate attempt to save a 
life, it ended as an ideal operation. 


Rosenbaum, M. B.; Alvarez, A. J.; Alba- 
nese, A. R., and Schabelman, M. 
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Clinical, cardiologic and hemodynamic study 
will establish the surgical possibilities and 
permit objective and subjective evaluation of 
the patient’s condition during the immediate 
and distant postoperative course. 

The authors perform digital valvuloclasis 
with tracheal intubation, administering pento- 
thal-cyclopropane ether or intravenous pro- 
caine-pentothal, according to the case. Opera- 
tive technic is described. The author’s data 
are based on operations performed on 16 pa- 
tients (12 women and 4 men). The following 
complications were encountered: 2 cases of 
phlebothrombosis of legs (1 with pulmonary 
embolism) ; 1 case of right bronchoalveolitis ; 
1 case of operative circulatory cessation; 1 
cerebral embolism, and 1 left hemopleura due 
to the ill-controlled use of anticoagulants. 
Three patients died: 1 of postoperative cere- 
bral embolism on the sixth day, 1 of left hemo- 
pleura and acute anemia and 1 of operative 
circulatory cessation. Of the 13 remaining, 4 
have partly recovered, 7 have recovered, 1 is 
established and the rest remain under obser- 
vation. 


Defilippo, R. A., and Zarlenga, E. A.: Duc- 
tal Adenomas of the Mammary Gland: 
Clinicopathologic Considerations. 

Ductal adenomas are typical benign neo- 
formations, which, nevertheless, may tend to 
become malignant. For this reason they must 
be carefully studied from the histopathologic 
point of view. 

The surgical patient must be closely 
watched for the possible spread of the lesion 
into other ducts. 

The chief symptom in most cases is sero- 
bacterial or hematic secretion; the other 
symptoms are inconstant. Treatment of the 
ductal adenoma is surgical extirpation. 
Biopsy should be carried out by frozen sec- 
tion. If there is malignant degeneration, 
radical mastectomy should be performed. 


Pure Pulmonary Stenosis: Successful Re- 
sult of Valvulotomy in Eight Months After 
the Operation. 

The result of valvulotomy in a case of pure 
stenosis of the pulmonary valve is described. 
The patient was a boy 11 years old, with a 
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considerable cardiac enlargement, serious 
cardiac inadequacy, intense dyspnea and 
moderate cyanosis. Roentgen films taken two 
and five months after the operation showed 
important and progressive reduction of the 
size of the heart. Eight months after the 
operation the patient had a functional capac- 
ity of 1 degree. 


Brea, M.: Surgical Treatment of Cardiac 
Disease. 

Recent progress in the cardiovascular 
surgical field is so extraordinary, and has 
succeeded in the management of so many 
diseases, that the author does not attempt to 
recount them but only to give a panoramic 
view of all that can be surgically treated. In 
some of them the results can be called defi- 
nite and considerable acquisitions to the 
field, but most of them are still in the experi- 
mental stage. 

Among the diseases analyzed are persis- 
tence of the arteriovenous duct, limitation 
of the aorta, Fallot’s tetralogy, interauricular 
communication, mitral stenosis and construc- 
tive pericarditis. Each is thoroughly analyzed 
and the operative possibilities explained. The 
results obtained by the author and other 
surgeons are included. 


Taiana, J. A.; Sceippati, E., and Leva, A.: 
Mitral Stenosis: Surgical Valvuloclasia 
Treatment in 16 Cases. 

Mitral stenosis is the most common sequel 
of chronic rheumatic carditis, adapting the 
organism itself to the pathologic situation by 
modifications of the hemodynamics and of 
the pulmonary and cardiac texture. The con- 
dition evolves progressively over long periods 
during which the symptoms appear to be 
stable under treatment with cardiotonics and 
diuretics. 

Anatomopathologic studies of the mitral 
valve have demonstrated the relative benefits 
that may be expected from operation in ad- 
vanced stages of the disease. Most authors 
agree that operation is contraindicated in 
Harken’s groups I and IV. The rheumatic 
activity and the grave valvular lesions as- 
sociated therewith are the least discussed 
contraindications. 





